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Introduction 
 
 
 
INTRODUCTION 
The Siddha medicine relates to the earlier esoteric medicinal postulates 
concerning, longevity even immortality and the later catrochemical formulations as 
conceived and practiced by 18 Siddhars. 
 The Siddha tradition has incorporated minerals and metals, many of which 
are very toxic (mercury, sulphur, arsenic etc) and vegetative poisons. Independent 
of its profound of wealthy treasure in herbal formulations India has developed its 
own tradition of alchemy and catrochemistry called “Rasa Shastra” or “Rasa 
vaidya”. 
Siddha system of medicine aimed at perfection of health. 
clk;gh uopap Yapuh uopth; 
jpwk;gl nkQ;QhdQ; NruT khl;lhh; 
clk;ig tsh;f;F Kgha kwpe;Nj 
clk;ig tsh;j;Nj Daph; tsh;j;NjNd 
 jpUke;jpuk; 
This is the first system to emphasise health as the perfect state of physical, 
psychological, social and spiritual component of human being 
Medicine as known by everyone is an art and science as well. It consists of 
compounding mixtures preparing decoctions, pills plasters and drugs of all kinds. 
It also deals with the different process of life. 
The system of medicine spoken here deals with the purification  of external 
body and inner soul of man. In the siddha system kaaya kalpa has a very 
conspicous place. Inherent in Kaayakalpa is the belief of the siddha physicians that 
 
 
the human body consists of 72,000 veins and nerves, Six vital  Chakras, 10 vital 
Vaayu and 10 vital naadi. These appear to relate tantric and Yogic concepts. 
Balavagadam is the branch of medical science of Siddhars which curbs the 
diseases of children their essential nature, especially on the functional changes 
together with plantary influence, morbid diathesis etc and the treatment. 
The main difficulty in the treatment of children is that they cannot tell us, 
what ails them. Especially before the age of speech it is only the physicians’s 
diagnostic skill that can save a child from undue suffering. For this a physician 
needs great personal qualities and skill. 
In Agasthiar 500 he says “when a sick person expresses himself peevishly 
or hastily, a good physician is not thereby to be provoked to impatience”. This is 
very applicable in the treatment of children. 
The healthy children, are the backbone of a healthy society. So the 
department of kuzhanthai maruthuvam is trying to establish the good health of 
every child. 
Infectious diseases and nutritional diseases are twin problems in children 
that affect their growth and development. 
Lasunathabitham (tonsillitis) is one of the commonest paediatric diseases. 
So the author has taken this disease and undergone a dissertation work.  
 
 
 
 
 
 
 
 
 
 
 
 
Aim and Objectives 
 
 
 
 
 
 
 
AIM AND OBJECTIVES 
AIM 
             To evaluate the clinical efficacy of Lasunathabitha chooranam and 
Adhondai kudineer in Lasunathabitham (Tonsillitis) 
OBJECTIVES    
1. To evaluate biochemical and pharmacological activities of the drug 
2. To know the degree of correlation of etiology, classification, signs and 
symptoms of Lasunathabitham with that of Tonsillitis of modern medicine. 
3. To analyse the incidence of this disease among the children of age group 5 – 12 
years 
4. To prevent the complications of  Tonsillitis 
5. To have an idea about the incidence of the disease with age,sex,socio 
economic status, family history and seasonal variations. 
6. To know how the disease altered the normal conditions of uyir 
thathukkal,udal thathukkal,envagai thervu,neerkuri,neikuri etc. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Review of Literature 
Siddha Aspects 
 
 
 
 
 
 
SIDDHA ASPECTS 
 yRdjhgpjk; - yRdk; + jhgpjk;  
yRdk; vd;gJ njhz;ilapd; mf;fk; gf;fq;fspy; nky;yz;zj;jpd; 
Kd;gpd; epiyfSf;F ,ilapy; gf;fj;Jf;nfhd;wha; ,Uf;fpw 
Ntg;gq;nfhl;il tbtkhd ,uz;L cWg;GfshFk;. 
jhgpjk; vd;gJ clypd; vg;gFjpapyhtJ #Lz;lhfp rpte;J 
typAld; cz;lhFk; tPf;fk;. NkYk; mt;TWg;Gfspy; mow;rp Vw;gLk;. vdNt 
yRdjhgpjj;jpy; yRdk; jhgpjkile;J rpte;j epwkiljy; Ruk;> njhz;il 
typAld; $ba tPf;fk; Mfpa FwpFzq;fs; Njhd;Wk;. 
NtW ngah;fs; 
 mz;zhf;Fj; J}W jhgpjk; * 
 cs;ehf;F mow;rp ** 
 njhz;ilf; Nfhs mow;rp ** 
 njhz;il mow;rp ** 
 njhz;ilg;Gz; ** 
 njhz;ilf;fl;b *** 
 njhz;ilj;J}W *** 
 njhz;il NehT *** 
 njhz;ilapy; ePh;f;fl;b *** 
 njhz;il Ntfy;  *** 
 njhz;ilapy; tsUk; rij **** 
 
 
* Fzghlk; jhJ rPt tFg;G  
                                       -kU. ,uh. jpahfuh[d; vy;.I.vk; gf;fk; 645  
 
      ** T.V. rhk;grptk;gps;is jkpo; mfuhjp Vol IV gf;fk; 2828 
      *** jkpo; nyf;rpfhd; mfuhjp Vol IV gf;fk; 2092> 2093 
     **** Neha;fSf;F rpj;j ghpfhuk; - kU.k.rz;Kf NtY gf;fk; 99 
 
Neha; tUk; top 
 yRd jhgpjkhdJ fgf;Fw;wj;jpdhy; Vw;gLtjhy; fg 
Neha;fSf;Fhpa Neha; tUk; topNa ,jw;Fk; nghUe;Jk;. 
‘kPwpNa jpj;jpg;Gg; Gspg;Gj; jhDk; 
 kpfj; jpd;Dq; fpoq;F tifaUe;jpdhYk; 
rhwpNa rapj;jpakhq; Fsph;e;j gz;le; 
 jz;zPh;jhd; gioaJfs Ue;jyhYk; 
rPwpNa………………………………. 
 …………………………………. 
Nrj;Jkj;jpd; kfpik jhNd” 
 a+fp itj;jpa rpe;jhkzp 800 
vdNt> 
i. Iaj;ij cz;lhf;Fk; czTg; nghUl;fshd kpFjpahd ,dpg;G> 
Gspg;G gz;lq;fs; gioa czTfis mUe;JjyhYk; 
ii. mjpfkhd fpoq;F tif mUe;jyhYk; 
iii. Fsph;e;j gz;lq;fs;> kw;Wk; Fsph;e;j ePh; mUe;jyhYk; 
iv. J}J> Giffspy; <LgLtjhYk; ,e;Neha; cz;lhfpwJ 
 
 
 
 
‘rPh;ngU khh; jd;dpw; nrwpj;jpLQ; Nrw;gde;jhd; 
rhh;ngU kpdpg;gpdhYe; jhq;fpa RikapdhYk; 
ePh;kpff; nfhs;ifahYk; epuk;G K~;zj;jpdhYk; 
Nkh;ngW tpah;itahY nkOk;gpL nkd;W nrhy;Ny”  
 jd;te;jphp itj;jpak; 
jd;te;jphp itj;jpaj;jpd; gb> 
- mjpf ,dpg;G cz;gjhYk; 
- Rik Rkg;gjpdhYk; 
- Fsph;e;j ePh; kw;Wk; c\;zj;jpdhYk; 
- mjpf tpah;it 
 ,tw;wpdhy; fgNeha;fs; cz;lhFk;. 
 
Nehapd; Kw;FwpFzq;fs; 
1. njhz;il cyh;jy; 
2. ,Ukp njhz;ilia rptf;f nra;jy; 
3. njhz;ilapy; VNjh g+rpaJ NghYk;> njhz;il ,Wf;fpaJ Nghd;Wk; 
czh;r;rpAz;lhjy; 
 Neha;ehly; ghfk; 2 (70) 
 
nghJf;FwpFzq;fs; 
1. njhz;il Gz;gl;lJ Nghy; typj;jy; 
2. njhz;il rptj;jy; 
3. njhz;ilapy; Ks;shy; Fj;JtJ Nghd;w czh;r;rp Vw;gly; 
 
 
4. Ruk; fha;jy; 
5. jiy fdj;jy; 
6. czT> ePh; Kjypatw;iw tpOq;f ,ayhik 
Mfpa FwpFzq;fs; fhzg;gLk;. 
 gps;isg;gpzp kUj;Jtk; (111) 
Neha; vz; 
 ‘MFnkz; zhf;F je;j kdpjNdha; ehw;gj; ije;jhk; 
 NjhifNa rpFit jd;dpy; NuhfKe; nrhy;yq;fhiy 
 ehfkh KdpA iuj;jhd; Kg;gj;jpehyh nkd;dg; 
 ghfkh awpAz;zhf;fpw; gw;WNeh apUgjhNk”  
 guuhrNrfuk; - rpNuhNuhfepjhdk; 
 
guuhrNrfuk; - rpNuhNuhfepjhdj;jpd; gb cs;ehf;fpy; Njhd;Wk; 
Neha;fs; 20 tifahFk;. 
 
‘,ak;G tDfz;zhf;Ff; Fs;NsaPljha; tsh;e;J Rw;wp 
eak; ngw tpUkp aPio eWeWg;GlNd tpf;Fk; 
capk;go apy;yh jhf t+lope; jpUkpf; ff;fy; 
nrak; ngw ew;F nkd;W nrg;gpdhh; E}y; ty;yhNu” 
 ehfKdp jiyNeha; kUj;Jtk; 
cs;ehf;F tsh;r;rpaile;J ,Uky;> <is> Nfhio> the;jp Mfpait 
fhzg;gLk;. 
yRd jhgpj FwpFzq;fs; rpj;j kUj;Jtj;jpy; $wpAs;s epzf;Fuw; 
fk;kNyhL xj;Js;sJ. 
 
 
 
 
 
epzf;Fuw;fk;ky; 
 ‘Fuy;tis epzq;Nfhio nfhz;Ljl ty;Nghy; 
 tpuTtOg; igf; Fz; ePh;Ntl;if-jUNky; 
 tzg;Ngr; rwptpd;ik tha;nghWj;Jg; Ngry; 
 epzf;Fuw; fk;k ndwp” 
 rpj;j kUj;Jtk; gf;fk; 200 
 
 ,e;Neha; clypy; nfhOg;G kpFe;J mJ njhz;ilapYk; milj;J 
ntspahFk; Ngr;nrhyp mf;nfhOg;ghy; jLf;fg;gl;L Fuw;fk;ky; cz;lhFk;. 
 
 <jd;wp rpWtajpdUf;F Fsph;fhw;W Fsph;e;j ePh;> czT ,tw;why; 
njhz;il rpte;J Iaq;$b njhz;ilapy; rij tsUk;. ,r;rij ehSf;F 
ehs; tsh;e;J fl;bfis Nghy; gUj;Jf; Fuy;tisfs; ,Ugf;fq;fspYk; 
tsh;e;J Fuy;tisia ,Wf;fp Fuw;fk;ky; Nehia cz;lhf;Fk;. 
 
,j;Jld; Ruk;> njhz;il Neha;> tha; ehw;wk;> %f;fpy; ePh; tbjy;> 
fhjpy; rPo; tbjy;> ,Uky; Njhd;Wjy;> %r;R jilgly; Mfpa 
FwpFzq;fisAk; fhl;Lk;. 
 
* a+fp Kdp itj;jpa rpe;jhkzpapy; tpuz rpNyj;Jkf; FwpFzq;fs; 
yRd jhgpjj;NjhL xj;Js;sJ. 
 
 
 
 
 
tpuz rpNyj;Jkk; 
‘jhndd;w njhz;ilapdpw; Gz;Zkhfpr; 
rspNahL rPa;j;jhDq; fye;J tPOk; 
fhndd;w fOj;NjhL gplhp fd;dk;  
 fdkhf tPq;fpNa fha;r;rYz;lhk; 
Nfhndd;w FspNuhL vhpTz;lhFk; 
 nfhf;nfd;Nw ,UkpNa $tYz;lhk; 
Ntndd;w kplnwy;yhk; ehTk; Gz;Nghy; 
 kpf tpuz rpNyl;Lkj;jpd; tpgue; jhNd” 
 a+fp itj;jpa rpe;jhkzp 
 
tpuz rpNyj;Jkj;jpy; njhz;ilg;Gz;> rspNahL rPo; Nrh;e;J tpOjy;> 
fOj;J> gplhp fd;dk; ,tw;wpy; tPf;fk;> fha;r;ry; FspNuhL vhpr;ry;> 
nfhf;nfd;W ,Ukp $tYz;lhjy; gplhp> eh ,tw;wpy; Gz; Nghd;w typ 
cz;lhjy; Mfpa FwpFzq;fs; fhZk;.  
* ruNge;jpuh; itj;jpa Kiwfs; rpNuhNuhf rpfpr;irapd; gb> 
18 tif njhz;il Nuhfq;fspy; fPo;f;fz;lthW 
tpthpf;fg;gl;Ls;sJ. 
 
fhY}fk; (Enlarged Tonsils) 
 fgj;ij Kf;fpakhdjhff; nfhz;l jphpNjh~q;fs; njhz;ilapy; 
,ye;ijf;nfhl;il gpukhzKs;s fl;bia cz;lhf;Fk;. mJ ehsiltpy; 
ngUj;J njhz;ilia milf;Fk;. RizAs;s Kl;fshy; 
#og;gl;bUg;gijg; Nghd;w cUj;jYk; cz;lhFk;. 
 
 
 
 
tUe;jk; (Tonsilitis) 
 njhz;ilapd; ,UGwq;fspYk; cUz;ilahd tPf;fk; cz;lhFk;. 
mg;NghJ RuKk;> mow;rpAk; cz;lhf;Fk;. 
 kjiy Neha; njhFjp II d; gb njhz;il Neha;fs; 6 
Neha;fs; 
1. njhz;il milg;ghd; 
2. njhz;ilf;FU 
3. njhz;ilGw;W 
4. njhz;ilg;gLtd; 
5. thjehiu 
6. gpj;jehiu 
 Foe;ij fz;> nrtp> njhz;il kUj;Jtk; kU. v];. 
rpjk;gujhZgps;is E}ypd; gb njhz;ilapy; tUk; Neha;fs; 8 
1. milg;gd; 
2. FU 
3. Gw;W 
4. gLtd; 
5. thjehiu 
6. gpj;jehiu 
7. rpNyj;Jkehiu 
8. njhe;jehiu vd;gdthFk;. 
. 
 
 
 
 
Kf;Fw;w NtWghLfs; (SIDDHA PATHOLOGY ) 
‘kpfpDk; FiwapDk; Neha; nra;Ak; E}Nyhh; 
tspKjyh ntz;zpa %d;W” 
 vd;w jpUts;Sth; thf;fpd; gbAk; 
 
‘jd;tpid Gwtpid jhopDk; kpfpDk; 
cliyg; gpzpf;F Kz;ikapJ jhNk”  
 vd;w ifnaOj;Jg; gpujpapd; gbAk; 
 
 tsp> jP> Iak; Mfpa Kf;Fw;wq;fSk; jd; ,aw;if jd;ikapypUe;J 
NtWgLk; NghJk; mff; fhuzk;> Gwf; fhuzq;fs; kpfpDk; FiwapDk; 
Neha; rk;gtpf;Fk;. 
‘,ak;G tDfz;zhf;Ff; Fs;NsaPljha; tsh;e;J Rw;wp 
eak; ngw tpUkp aPio eWeWg;GlNd tpf;Fk; 
capk;gb apy;yh jhf t+lope; jpUkpf;ff;fy; 
nrak; ngw ew;F nkd;W nrg;gpdhh; E}y; ty;yhNu” 
 ehfKdp jiyNeha; kUj;Jtk;  
,g;ghlypd;gb> 
cz;zhf;F tsh;r;rp - fg tpUj;jp 
,Uky;    - thj tpUj;jp 
<is    - fg tpUj;jp 
the;jp    - thj tpUj;jp 
 
 
 
 
epzf;Fuw;fk;ky; 
‘Fuy;tis epzq;Nfhio nfhz;Ljl ty;Nghy; 
tpuTtOg; igf;Fz; ePh;Ntl;if - jUNky; 
tzg;Ngr; rwptpd;ik tha;nghWj;Jg; Ngry; 
epzf;Fuw; fk;k ndwp” 
 rpj;j kUj;Jtk; gf;fk; 200 
,g;ghlypd; gb 
Fuy;tisapy; epzq;Nfhio - fg tpUj;jp 
ePh;Ntl;if    - gpj;j tpUj;jp 
tzg;Ngr;R mwptpd;ik  - thj tpUj;jp 
 
tpuz rpNyj;Jkk; 
‘jhndd;w njhz;ilapdpw; Gz;Zkhfpr; 
rspNahL rPa;j;jhDq; fye;J tPOk; 
fhndd;w fOj;NjhL gplhp fd;dk;  
 fdkhf tPq;fpNa fha;r;rYz;lhk; 
Nfhndd;w FspNuhL vhpTz;lhFk; 
 nfhf;nfd;Nw ,Ukpna $tYz;lhk; 
Ntndd;w kplnwy;yhk; ehTk; Gz;Nghy; 
 kpf tpuz rpNyl;Lkj;jpd; tpgue; jhNd” 
 a+fp itj;jpa rpe;jhkzp 
 
 
 
 
 
njhz;ilg;Gz;   - gpj;j tpUj;jp 
njhz;ilr; rspNahL rPo; - fg tpUj;jp 
fOj;J> gplhp> fd;dk; tPf;fk;  - fg tpUj;jp 
 fha;r;ry;> vhpr;ry;   - gpj;j tpUj;jp 
 ,UkYld; $ty;   - thj tpUj;jp 
  
vdNt yRdjhgpjj;jpy; Iaj;ij cz;lhf;Fk; czTfis kpFjpahf 
cz;gjhYk; Iaj;ij ngUf;ff;$ba kw;w nra;ifahYk; Iaf;Fw;wk; jd; 
,Ug;gplj;jpy; mjpfhpj;J mjd; Fzq;fSk; kpFe;J jd;dpiy tsh;r;rp 
milAk;. 
 gpj;jkhdJ Iaj;jpd; ,Ug;gplkhfpa yRdj;jpy; mjpfhpj;J mjd; 
FzKk; mjpfhpj;J Ntw;Wepiy tsh;r;rp milAk; 
 mjpfhpj;j ,U Fw;wq;fNshL thjKk; mjpfhpj;J jd; 
FwpFzq;fis cz;lhf;Fk;. 
 
I. gpzpawp Kiwik (Diagnostic methods) 
rpj;j kUj;Jtj;jpd; gb gpzpawpKiwik vd;gJ 
1. nghwpahy; mwpjy; 
2. Gydhy; mwpjy; 
3. tpdhjy; 
vd;Dk; tpjpfisAk;> mtw;iwj; Jizahfg; gw;wp XOFk; 
xOf;fq;fisAk; Fwpf;Fk;. 
 
 
 
 
1. nghwp 
%f;F> eh> fz;> Njhy;> Nrtp vd Itifg;gLk; 
2. Gyd; 
ehw;wk; (kzk;)> Rit> tsp> CW> Xir vd Itifg;gLk; 
3. tpdhjy; 
tpdh vd;gJ Nfl;lwpjy;  
∗ msit nfhz;L gpzpawpKiw kUj;Jt rhj;jpuq;fSk; nghpJk; 
gad;gLk;. msit 10 tifg;gLk;. mitfshtd 
1. fhz;ly; 
2. fUjy; 
3. ciu 
4. mghtk; 
5. mUj;jhgj;jp 
6. cgkhdk; 
7. ghhpNr~k; 
8. rk;gtk; 
9. IjPfk; 
10. ,ay;G 
,t;thW $wg;gl;l msitfs; fhz;ly;> fUjy;> ciu vd 
%d;wpDs; mlq;Fk;. 
 
fhz;ly; 
 Nehahspapd; njhz;il> cs;ehf;if ghh;j;jy; (cs;ehf;fpd; rij 
tsh;r;rp> epwk;> Gz; Kjypad) 
 
 
 
fUjy; 
 Nehahsp $Wk; FwpFzq;fshd czT> ePh; tpOq;f rpukk;> Ruk;> 
jiytyp> ,Uky;> Kjypad 
ciu 
 Nehia rhpahd Kiwapy; fzpj;J ciuj;jy; 
Nehapid fzpf;f rpj;j kUj;Jtj;jpy; gad;gLk; topfshtd 
1. jpiz 
2. fhyq;fs; 
3. Njf ,yf;fzk; - Njf td;ik 
4. cly;td;ik 
5. caph; jhJf;fs; 
6. Ritfs; 
7. clw;jhJf;fs; 
8. vz;tifj; Njh;Tfs; 
9. ePh;f;Fwp> nea;f;Fwp 
 
vz;tifj; Njh;T 
 gpzpia mwpAk; top kUj;Jt E}y; ty;Nyhh;fshy; vz;tifaha; 
tFf;fg;gl;Ls;sJ. 
 ‘ehbg;ghprk; ehepwk; nkhoptpop 
 kyk; %j;jpukpit kUj;JtuhAjk;” vd;gjhYk; 
 
 ‘nka;f;Fwp epwe;njhdp tpopehtpUkyk; iff;Fwp” 
 
 
 vd;Dk; Njiuah; thf;fpdhYk; mwpayhk;. 
vz;tifj; Njh;Tfshtd 
1. ehb 
2. ];ghprk; 
3. eh 
4. epwk; 
5. nkhop 
6. tpop 
7. kyk; 
8. %j;jpuk; 
I. ehb 
clypy; caph; jhpj;jpUg;gjw;Ff; fhuzkhd rf;jp vJNth mJNt 
jhJ my;yJ ehb vdg;gLk;. 
‘fhpKf dbia tho;j;jpf; 
 ifjdpy; ehb ghh;f;fpy; 
ngUtpu yq;F yj;jpy; 
 gpbj;jb eLNt njhl;lhy; 
xUtpu Nyhby; thjk; 
 cah;eL tpuypw; gpj;jk; 
jpUtpuy; %d;wp Nyhby; 
 rpNyj;Jk ehb jhNd” 
 mfj;jpah; ehb 
 
 
 
 ngUtpuy; gf;fkhf kzpf;fl;Lf;F xU mq;Fyj;jpw;F Nky; Miu 
vd;gpd; NkNyhLk; ehb euk;G ,uj;jf;Fohapd; Nky; %d;W tpuy;fis 
itj;Jr; rw;W mOj;jpAk; jsh;j;jpAk; ghh;f;f>  
Ms;fhl;b tpuyhfpa Kjy; tpuypy; czh;j;JtJ thjk; vdTk;>  
eLtpuypy; czh;j;JtJ gpj;jk; vdTk; 
ngsj;jpu tpuypy; czh;j;JtJ fgk; vdTk; mwpayhk;.  
ehb eil rhpahf Njhd;whj epiyikfs; 
 ‘nfhz;blNt faNuhfp fhrNuhfp  
  Fwpg;ghfr; rpw;wpd;gk; nra;j Ngh;fs; 
 mz;blNt jhpj;jpuh;fs; tpUj;jh; ghyh; 
  md;ghfj; jz;zPhpy; %o;fpNdhh;fs; 
 nfhz;blNt ,th;fsJ cWg;gpd; jhJ 
  $wNt KbahJ vth;f;Ff; fpl;Lk; 
 gz;blNt ,g;ghPl;ir ahh;jhd; fhz;ghh; 
  guhguj;jpd; kfpikapJ ghU ghNu” 
  
 ,g;ghlypd; gb ghyhpy; ehb ehbapd; cz;ik rhpahf GydhfhJ. 
vdpDk; kw;w taJ %j;j Foe;ijfsplk; ehbia fzpf;fyhk;. 
 
 yRdjhgpjj;jpy; ehbahdJ 
i. gpj;j fgk; 
ii. fg gpj;jk;  ngUk;ghYk; fhzg;gLk;. 
 
 
 
 
II. ];ghprk; 
ntg;gkhapUj;jy;> Fsph;e;jpUj;jy;> rpy ,lk; #lhfTk;> rpy ,lk; 
Fsph;e;Jk; ,Uj;jy;> tpah;j;jpUj;jy;> nfhg;Gsk;> fl;bfs;> tpuzk;> fy;yPuy;> 
kz;zPuy;> kw;WKs;s cs; fUtpfs; gUj;jpUj;jy; Kjypatw;iw 
Muha;jyhFk;. 
yRdjhgpjj;jpy; Nehahsplk; Ruk; fhzg;gLk;. 
III. eh 
 epwk;> khg;gbe;jpUj;jy;> khrw;wpUj;jy;> tha;ePh; jd;dsT kpFjp 
FiwT> twz;bUj;jy;> Ks;NghypUj;jy;> cs;eh tsh;e;jpUj;jy;> ,U 
gf;fq;fspYk; cUz;ilahf jir tsh;e;jpUj;jy;> mz;zhf;F 
kQ;rspj;jy;. ehtpy; Gz;Zz;lhapUj;jy; Muha;tjhFk;. 
 yRdjhgpjj;jpy; eh ntSj;J fhZk;. 
IV. epwk; 
 cly; ghpNrhjidapy; thj> gpj;j> Ia epwq;fs;> fyg;G epwk; Kfk; 
rptj;jy;> ntspuy; tpopAk; gy;Yk; fWj;jy; Kjypa FwpFzq;fis 
mwpjyhFk;. 
 yRdjhgpjj;jpy; njhz;il kw;Wk; yRdq;fs; rpte;J fhzg;gLk;. 
V. nkhop 
 Nehahsp NgRk; nghOJ cuj;j xyp> rk xyp> Fuw; fk;kpa Ngr;R> 
jho;e;j xyp> rphpj;jy;> gpjw;wy;> Fowy; Kjypa FwpFzq;fis 
Muha;tjhFk;. 
  yRdjhgpjj;jpy; Fuw;fk;ky; fhzg;gLk;. 
 
 
 
 
VI. tpop 
 fz; ntspuy;> rptj;jy;> Gz;zhjy;> gUj;jy;> fyq;fy;> ePh; tbjy;> 
tPq;fy;. fz; ghh;it gw;wp Muha;e;J mwpjyhFk;. 
 yRd jhgpjj;jpy; Ruk; ,Ue;jhy; fz; rpte;J fhZk;. rpyUf;F fz; 
fPopik ePf;fpg; ghh;j;jhy; ntSj;Jf; fhZk;. 
VII. kyk; 
 ,sfpaJ> Fsk;ghfpaJ> ePh;Ngjp> Cz;ePh; Nghd;wJ> fQ;rpj; jz;zPh; 
Nghd;w Ngjp> Nfhio> rPjk;> rPo;> ,uj;jk; fye;J kyk; ntspahjy;> GOf;if 
NghypUj;jy;> mbf;fb fopjy;> kyf;fl;L> mbtapW typj;J kyk; Nghjy; 
Mfpa Fzq;fis ftdpg;gjhFk;. 
yRdjhgpjj;jpy; ,ay;ghd kyf;Fwp fhzg;gLk;. 
VIII. %j;jpuk; 
 ePhpd; epwk;> kzk;> vil> Eiu> vQ;ry; gw;wp mwpjyhFk;. 
 ‘te;j ePh;f;fhp vil kzk; Eiu vQ;rnyd; 
 iwe;jpaYstit aiwFJ KiwNa” 
 Neha;ehly; Neha; Kjy; ehly; jpul;L gf;fk; 282 
  
ePh;f;Fwp nea;f;Fwp epr;raj;jw;Fhpa ePH ,yf;fzk; 
‘mUe;JkhwpujKk; mtpNuhjkjha; 
m‡fy; myh;jy; mfhyt+d; jtph;e;jow; 
Fw;wstUe;jp cwq;fp itfiw 
Mbf;fyrj; jhtpNa fhJ nga; 
njhUK$h;j;jf; fiyf;Fl;gL ePhpd; 
epwf;Fwp nea;f;Fwp epUkpj;jy; flNd” 
 Neha;ehly; Neha; Kjy; ehly; jpul;L gf;fk; 282 
 
 
cz;Zfpd;w mWRitg;nghUs;fSk; xd;Wf;nfhd;W 
Ntw;WikailahkYk;> grpf;Fj; jf;fgb Fiwj;jy;> mjpfhpj;jy;> 
fhye;jg;Gjy; Kjypa Fw;wq;fSz;lhfhtz;zk; Grpj;J cwq;fp 
tpbaw;fhyj;jpy; gbf ghj;jpuj;jpy; ePiu Mtp Nghfhjgb nga;j 3 ¾ 
ehopiff;Fs; mjd; epwf; FwpiaAk;> mjpy; vz;nza; tpl;Lg; ghh;j;J 
fhzg;gLfpd;w FwpiaAk; ftdpj;J gpzpfspd; jPUk; jPuh Fwpfis 
mwpjyhFk;. 
yRd jhgpjj;jpy; fgj;jpw;Fhpa my;yJ gpj;jj;jpw;Fhpa nea;;f;FwpNah 
my;yJ njhe;j Njhl nea;f;FwpNah my;yJ ,ay;ghfNth fhzg;gLk;. 
‘muntd ePz;bd‡Nf thjk;” 
‘MopNghw;gutpd; m‡Nj gpj;jk;” 
‘Kj;njhj;J epw;fpd; nkhoptnjd; fgNk”; 
 Neha;ehly; Neha; Kjy; ehly; jpul;L gf;fk; 299 
caph; jhJf;fs; 
‘kpfpDk; FiwapDk; Neha; nra;Ak; E}Nyhh; 
tspKjyh ntz;zpa %d;W” 
 jpUf;Fws; 
 tsp> moy;> Iak; kpfpDk;> FiwapDk; Neha; Vw;gLk;. 
Kf;Fw;wq;fs; ,Ug;gplk; 
 ‘nrg;G Ke;jp rpijAk; thjepiy 
  xg;G khh;G KijAk; gpj;jepiy 
 fg;G Kr;rp foW ikaepiy 
  nka;g;G khKdp kPz;L Kiue;Nj” 
 itj;jpa rhurq;fpufk; 
 
 
,jd;gb 
 thjk; - tapw;Wg; gFjpapYk; 
 gpj;jk; - khh;G gFjpapYk; 
fgk; - jiyapYk; mikAk; 
tspapd; gphpTfs; 
 ,J xd;whapUg;gpDk; jd; ,lk;> njhopy; Kjypatw;why; 10 
tifg;gLk;. 
1. gpuhzd; 
,J %yhjhuj;jpypUe;J ntspg;gl;L %f;fpd; topaha; %r;R tplyhw; 
gd;dpuz;Lq;Fy J}uk; nrd;W kWgbAk; vl;lq;Fyk; cs;Sf;Fg; gha;e;J 
ehyq;Fyk; tPzha;g;Nghk;. %r;R tpLjy;> thq;fy; nra;Ak; 
2. mghdd; 
,J Rthjpl;lhdj;jpy; ,Ue;J ntspg;gl;L fPo;Nehf;fp kyryj;ijj; 
js;Sk;. Mrdthia RUf;Fk;. md;drhuj;ij Nru Ntz;ba ,lq;fspy; 
Nrh;g;gpf;Fk;. 
3. tpahdd; 
,J NjhypypUe;J vOgj;J ,uz;lhapuk; ehb euk;G ,uj;jf; 
Foha;fspYk; nrd;W ,t;TlypYs;s mirAk; nghUs; mirah nghUs; 
vd;Dkpuz;bYkpUe;J cWg;Gfis ePl;lTk; klf;fTk; nra;J 
ghprq;fisawpAk;. 
4. cjhdd; 
,J cjuhf;fpdpapy; ,Ue;J Njhd;wp cztpd; rhuj;NjhL 
$bapUe;J mij mq;fq;Nf epWj;Jk;. mij ntspg;gLj;jpAk; fyf;fpAk; 
tUjy; nra;Ak;. 
 
 
5. rkhdd; 
,J ehgpapypUe;J fhy; tiuf;Fk; rkdha;g; gutpg; gha;e;J> kw;w 
thAf;fis kpQ;r nthl;lhky; klf;fp rhpg;gLj;jp Nrug; gz;Zk;. 
6. ehfd; 
fz;fis jpwf;fTk;> ,ikf;fTk; nra;Ak;. 
7. $h;kd; 
nfhl;lhtp tplg;gz;Zk;. fz;fis jpwf;fTk; %lTk; gz;Zk;. 
cyfg; nghUs;fs; ahtw;iwAk; fz;fSf;Ff; fhz;gpf;Fk;. 
8. fpUfud; 
,J ehrpapypUe;J fpsk;gp ehtpw; frpitAk;> ehrpw; frpitAk; 
cz;lhf;Fk;. Jk;kiyAk;> ,UkiyAk; cz;lhf;Fk;. 
9. Njtjj;jd; 
Nrhk;giyAk;> cly; Kwpj;jiyAk; cz;lhf;Fk;. rz;il nfhs;sy;> 
kpf;f Nfhgk; cz;lhf;Fk;. 
10. jdQ;rad; 
%f;fpypUe;J jbj;J clk;G KOikAk; tPq;fg; gz;Zk;. ,we;Jtpbd; 
fhw;nwy;yhk; ntspg;gl;l gpd;dh; %d;whtJ ehspy; jiy ntbj;j gpd; 
jhd; NghFk;.  
yRd jhgpjj;jpy; fPo;f;fz;l thAf;fs; ghjpf;fg;gLk;. 
1. gpuhzd; - ,Uky;> Nfhio ntsptuy; cs;sjhy; ghjpg;G 
2. cjhdd; - ,Uky;> tpOq;Fk; NghJ njhz;il typ cs;sJ 
3. tpahdd; - czT tpOq;Fk; NghJ njhz;il typ cs;sJ 
4. rkhdd; - kw;w thAf;fs; ghjpf;fg;gl;Ls;sjhy; ghjpg;G 
5. fpUfud; - ,Uky;> Jk;ky;> %f;fpy; ePh; tbjy; cs;sJ 
 
 
gpj;jk; 
 moyhdJ jdJ ,aw;if epiyapdpd;W nrhpg;gpj;jy;> ntk;ik> 
ghh;it> grp> ePh;Ntl;if> Rit> xsp> epidg;G> mwpT> td;ik> nkd;ik> 
vd;gdtw;iw cz;lhf;fp clw;F Jiz GhpAk;. 
 moy; jd; ,lk;> njhopy; Ntw;Wikahy; Itifg;gLk;. mit 
1. ghrfk; (mdw;gpj;jk;) 
,J jPapd; gz;GilaJ. tpiug;igf;Fk;> gf;Fthraj;jpw;Fk; 
,ilapypUe;J jP Fzj;ij kpFjpahfg; ngw;W ePh; tbtKs;s nghUs;fis 
tusr; nra;J cz;l czTg; nghUs;fisr; nrhpf;Fk;gb nra;Ak;. 
2. ,uQ;rfk; 
 ,J nre;ePiu kpFjpg;gLj;Jk;. ,iu FlypypUe;J cztpypUe;J 
gphpe;Jz;lhd rhWf;F nre;epwj;ijj; jUfpwJ. 
3. rhjfg;gpj;jk; 
 jkufj;jpypUe;J kdk;> Gj;jp> gw;W ,tw;iwf; nfhz;L tpUg;gkhd 
njhopiyr; nra;J Kbf;Fk;. 
4. MNyhrfg; gpj;jk; 
 fz;fspy; tho;e;J nfhz;L vy;yhg; nghUs;fspd; tbtj;ijAk;> 
mwpjyhfpa fhhpaj;ijr; nra;Ak;. 
5. gpufhr gpj;jk; 
 ,J NjhYf;F xspia jUk;.  
yRd jhgpjj;jpy; ghjpf;fg;gLk; gpj;jk; gpd;tUkhW 
1. mdw;gpj;jk; - grpapd;ik 
2. rhjfg;gpj;jk; - cly; Nrhh;T> cz;Zk; NghJ typ 
 
 
 
fgk; 
 Iak; jd; ,aw;if epiyapy; epiyj;jy;> nea;g;G> fPy;fspd; mikg;gpd; 
fl;Lfs;> grp> ePh;Ntl;if> Jauk; ,itfis nghWj;Jf; nfhs;Sjy; 
Mfpaitfis nra;Ak;. 
tiffs; 
  Iak; 5 tifg;gLk;. mit 
1. mtyk;gfk; 
,J EiuaPuypypUe;J nfhz;L jphpf];jhdj;jpw;Fk;> cztpd; 
rj;jhy; jkufj;jpw;Fk; mbg;gilahapUe;J jd; ,aw;if nefpo;r;rpj; 
jd;ikiaf; nfhz;L kw;w ehd;F Iaq;fl;F gw;Wf;Nfhlhf cs;sJ. 
2. fpNyjk; 
 ,iug;igapypUe;J nfhz;L cz;zg;gl;l czTg;nghUis ePh; 
Kjypaitfis <ug;gLj;jp nkj;njdr; nra;Ak;. 
3. Nghjfk; 
 ,J Rit nghwpahfpa ehtpdpy; epd;W cz;Zfpd;w Ritfis 
mwptpf;Fk; njhopiy GhpAk;. 
4. jw;gfk; 
 jiyapdpd;W fz;fSf;F Fsph;r;rpia jUk;. 
5. re;jpfk; 
 G+l;Lf;fspy; epd;W ,aw;ifaha; vy;yh fPy;fisAk; xd;Nwhnlhd;W 
nghUj;jpj; jsur; nra;Ak;.     
yRd jhgpjj;jpy; ghjpf;fg;gLk; fgk; gpd;tUkhW 
fpNyjk; - grpapd;ik 
Nghjfk; - Rit khwp fhZk; (Ruk; ,Ue;jhy;) 
 
 
clw;fl;Lfs; 
1. rhuk; 
 cliyAk;> kdijAk; Cf;fKwr; nra;tJ 
2. nre;ePh; 
 mwpT> td;ik> xsp> nrUf;F> xyp ,itfis epiyf;fr; nra;tJ 
3. Cd; 
 clypd; cUtj;ij mjd; njhopw;fpzq;f mikj;jYk;> vd;ig 
tsh;j;jYk; MFk;. 
 
4. nfhOg;G 
 Xt;Nthh; cWg;Gk; jj;jk; nraiy ,aw;Wk; nghOJ fbdkpd;wp 
,aq;f mtw;wpw;F nea;g;Gg;gir Cl;b cjtp GhpAk;. 
 
5. vYk;G 
 cliy xOq;Fgl epWj;jp itj;jy;> nkd;ikahd cWg;Gfisg; 
ghJfhj;jy;> cly; mirtpw;F mbg;gilahapUj;jy; Mfpa nra;iffisr; 
nra;fpwJ. 
6. %is 
 vd;Gf;Fs; epiwe;J mitfSf;F td;ikAk;> nkd;ikAk; jUk; 
7. ntz;zPh; 
 jd;idnahj;j cUtg; ngUf;fpw;F ,lkhfpa fUj;Njhw;wj;jpw;F 
Kjyha; epw;gJ 
 yRd jhgpjj;jpy;> 
 rhuk; - cly; Nrhh;T> njhz;il typ cs;sjhy; ghjpg;G 
nre;ePh; -  nre;ePh; ghjpg;G ,Uf;Fk;. 
 
 
gUt fhyq;fs; 
 g+kp Qhapw;iwr; Rw;wp tUtjw;F gd;dpuz;L jpq;fs; my;yJ Xh; 
Mz;L MfpwJ. ,J ngUk;nghOJ MFk;. ,J MW gFjpfisf; 
nfhz;Ls;sJ. 
t.v
z; 
fhyk; Fw;wk; Fw;wepiy Rit 
1. fhh;fhyk; 
(Mtzp - 
Gul;lhrp) 
thjk; ↑↑ 
gpj;jk; ↑ 
Ntw;Wepiy tsh;r;rp 
jd;dpiy tsh;r;rp 
,dpg;G> 
Gspg;G> cg;G 
2 $jph;fhyk; 
(Ig;grp -
fhh;j;jpif) 
thjk; 
gpj;jk; ↑↑ 
jd;dpiy miljy; 
Ntw;Wepiy tsh;r;rp 
,dpg;G> 
ifg;G> 
Jth;g;G 
3 Kd;gdpf;fhyk; 
(khh;fop - ij) 
gpj;jk; jd;dpiy miljy; ,dpg;G> 
Gspg;G> cg;G 
4 gpd;gdpf;fhyk; 
(khrp - gq;Fdp) 
fgk; ↑ jd;dpiy tsh;r;rp ,dpg;G> 
Gspg;G> 
JtHg;G 
5 ,sNtdpy; 
(rpj;jpiu- 
itfhrp) 
fgk; ↑↑ Ntw;Wepiy tsh;r;rp ifg;G> 
Jth;g;G 
6 KJNtdpy;  
(Mdp - Mb) 
thjk; ↑ 
fgk; 
jd;dpiy tsh;r;rp 
jd;dpiy miljy; 
,dpg;G 
  
 
 
 
jpizfs; 
 kf;fspd; jd;ik> mth;fs; trpf;Fk; epyk;> fhyk; ,itfSf;Nfw;g 
mikAk;. 
 5 tif epyq;fs; cs;sd. 
1. FwpQ;rp - fg Neha;f;F ,Ug;gplk;  
2. Ky;iy - gpj;j Neha; cz;lhFk; 
3. nea;jy; - thj Neha; cz;lhFk; 
4. kUjk; - thj> gpj;j> fg Njhlq;fs; FzkhFk; 
5. ghiy - Kf;Fw;wq;fshy; tpisfpd;w gpzpfs; ahTk; Njhd;Wk;. 
yRd jhgpjkhdJ czthjp nray;fshYk;> Iaj;ijj; 
J}z;lf;$ba kw;w nray;fspdhYk; ve;j epyj;jpy; trpg;gtUf;Fk; 
Vw;gLk;. 
 
cly; td;ik 
,J Kj;jpwg;gLk;. mitfshtd 
1. ,aw;if td;ik 
2. fhy td;ik 
3. nraw;if td;ik 
 
1. ,aw;if td;ik 
 ,J rj;Jt> uN[h> jNkh Fzq;fspdpd;Wk; ,aw;ifahfNt 
cz;lhtjhFk;. 
2. fhy td;ik 
 ,J Mz;lhYk; (tajhYk;) ,sNtdpy; Kjypa ngUk;nghOjhYk; 
cz;lhtjhFk;. 
 
 
3. nraw;if td;ik 
 ,J Kf;Fzq;fspd; Nrh;f;ifahy; ,aw;ifahf cz;lhd cliy 
me;je;j Fze; jd;ikf;F chpa czT> nray;fshYk; clw;fl;Lfspd; 
td;ik nflhtz;zk; epiyepWj;jf;$ba kUe;JfshYk; fhj;Jf; 
nfhs;tjhy; cz;lhtjhFk;. 
 cly; td;ik ghjpf;fg;gLk; NghJ yRd jhgpjk; Vw;gLk; 
 
kUj;Jtk; 
 ‘Neha;ehb Neha;Kj dhb aJjzpf;Fk; 
 tha;ehb tha;g;gr;nray;” 
 jpUf;Fws; 
 
 czT nray;fspd; kpFjp Fiwthy; tsp> moy;> Iak; ,k;%d;wpy; 
xd;NwDk;> ,uz;NlDk;> %d;NwDk; kpFe;J my;yJ Fiwe;J gpzp 
Vw;gLk;. mf;Fw;wj;ijj; jzpg;gjw;F chpa topia ehlNy kUj;Jtdpd; 
flikahFk;. 
 
kUj;Jt topKiw gpd;tUkhW 
1. fhg;G (Prevention) 
2. ePf;fk; (Treatment) 
3. epiwT (Restoration)  
 
fhg;G (Prevention) 
 Neha; tUtjw;F Kd;Dk; gpd;Dk; Nehapd; jd;ik mjpfhpf;fhky; 
,Uf;f nra;ag;gLtd MFk;. 
 
 
 ‘;Rf;fpyj;jpy; RNuhzpjq;fyf;Fkd;W 
 GFe;jpLk; tpahjp%d;Wk;” 
 jd;te;jphp ehb 
 
 ,g;ghlypd; gb Rf;fpy RNuhzpjk; fye;j md;Nw tpahjpfs; 
GFe;jpLk; vd;gjhy; fhg;ghdJ jha; fUTw;wpUf;Fk; fhyj;jpNyNa 
Nkw;nfhs;s Ntz;Lk;. 
 guuhrNrfuk; E}ypy; $wpagb fUTw;w Kjy; khjk; njhlq;fp gj;J 
khjq;fSf;Fk; xt;nthU khjKk; cl;nfhs;s Ntz;ba kUe;J Kiwfis 
Kiwahf cl;nfhz;lhy; gpwf;Fk; Foe;ij fh;g;gr; #Lk; NehAkpd;wp 
jplkhfTk;> mofhfTk;> Gj;jpf; $h;ikAilajhfTk; ,Uf;Fk;. 
‘ghYz;Nghk; vz;nza; ngwpd; nte;ePhpy; Fspg;Nghk;” 
‘Kjdhspy; rikj;jf;fwp mKnjdpDk; mUe;Njhk;” 
‘ngUe;jhf nkLj;jpDk; ngah;j;J ePh; mUe;Njhk;” 
‘NjWkjp nahd;wiuf;Nfhh; juk; erpak; ngWNthk;” 
 Njud; gpzpaZfh tpjp  
,t;tpjpfisf; filg;gpbj;jhy; gpzpaZfhky; jLf;fyhk;. 
 ePf;fk; (Treatment) 
1. jd;dpiyapy; jphpe;j Fw;wq;fis jd;dpiyg;gLj;j Ntz;Lk;. 
2. Nehapd; FwpFzq;fSf;Nfw;g kUe;Jfis ju Ntz;Lk;. 
 
yRd jhgpjj;jpy; Iaf;Fw;wk; Kjd;ikahf ghjpf;fg;gLtjhy; 
Iaf;Fw;wj;ij jd;dpiyg;gLj;jj; jP g+jf; $WghLila yRdjhgpj 
#uzKk;> Mnjhz;ilf; FbePUk; toq;fg;gl;lJ. 
 
 
mDghdk; 
 yRd jhgpj #uzk; Njdpy; mDghdpj;J ju Ntz;Lk;. 
 mtpo;jk; gypf;f Ntz;Lkhapd; mDkhdg; nghUs; Njit 
vd;gijAk;> mt;tDghdg; nghUs;fSs; NjDk; xd;W vd;gijf; 
fPo;f;fz;l ghly; thpfshy; mwpayhk;. 
 ‘mDghdj;jhNy atpo;jk; gypf;Fk; 
 ,dpjhd Rf;F d;dypQ;rp - gpDKjfq; 
 Nfhkak; ghy; Kiyg;ghy; Nfhnea; Njd; ntw;wpiy ePh; 
 Mkpijah uha;e;Jnra yhk;” 
 Fzghlk; rPt tFg;G gf;fk; 665 
 Njid ghdk; nra;J te;jhy; fgg;gpzpfs; ePq;Fk; vd;gij 
   
‘,wTsh; mKijia ,wTsjhf;Fk;” vd;w fhpry; mbahy; 
mwpayhk;. 
 Njdpy; cs;soyhw;wpr; nra;if ,Ug;gjhy; ,Uky;> kyge;jk;> 
njhz;il tpuzk;> EiuaPuiyg; gw;wpa gpzpfs; ePq;Fk;. 
 Fzghlk; rPt tFg;G gf;fk; 666 
 
epiwT (Restoration) 
 Neha; Kw;wpYk; Fzkhf kUe;Jfs; kl;Lkpd;wp czT Kiwfspy; 
$wpAs;s gj;jpaq;fisAk;> Neha; mjpfhpf;fhkypUf;f mDrhpf;f Ntz;ba 
nray;fisAk; gpd;gw;w Ntz;Lk;. 
 
 
 
 
gj;jpaj;jpw;F MFk; czTg;nghUl;fs; 
 ‘fj;jhp Nga;g;Gly; tiu apUghfy; gUq;fsh fz;lfhwp 
 mj;jpf; fha;fSk; tUf;ifkhgaw;iw fiuahy; gPh;f;Fk; gpQ;RNth; 
 nkha;j;j #uzq; fjypj; jz;Lfisg; g+Ksq;fp KUf;ffUk;Gk; 
 mj;jpg; g+rpdpf; fhaUs;sp ts;spAq; fgj;Njhh;f; fhzkhFk;” 
  
 ‘Ntis kzj;jf;fhsp nkd; rPij rf;uth;j;jp 
 gPis triy Rf;F ngz;Rzq;fs; Ntisapiy 
 nre;jsph; fisf;fPiu nra;th; fgNjfh; epjk; 
 te;jdpAzj;jhd; kfpo;e;J”  
 gjhh;j;j Fz rpe;jhkzp 
gj;jpaj;jpw;F Mfhj nghUl;fs; 
 Riuf;fha; 
 G+rzpf;fha; 
 gPh;f;F 
 Gliy kw;Wk; Fsph;r;rpiaj; jUk; gpw ePh; czTfs; 
 
jtph;f;f Ntz;ba nray;fs; 
1. Fsph;e;j fhw;wpYk;> J}rpahd ,lq;fspYk; jphpjy; $lhJ 
2. Xt;thikia Vw;gLj;Jk; nghUl;fis jtph;f;f Ntz;Lk;.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Modern Aspects 
 
 
 
 
MODERN ASPECTS 
ANATOMY OF TONSIL 
 Tonsil is a small mass of lymphatic tissue located in the wall of the 
pharynx. The tonsils belong to the lymphatic system and immune system and help 
to protect the body from upper respiratory infections. The role of tonsils is 
especially important in young children.  
 
Pharyngeal tonsil 
 This is a mass of lymphoid tissue present on the posterior wall of the 
nasopharynx, is the midline. It is covered by epithelium. In children the pharyngeal 
tonsil may hypertrophy and is then referred to as the adenoids. The resulting 
swelling may be a cause of obstruction to normal breathing.  
 
Palatine tonsils  
 Each palatine tonsil (right or left) consists of diffuse lymphoid tissue in 
which lymphatic nodules are present. The lymphoid tissue is covered by stratified 
squamons epithelium continuous with that of the mouth and pharynx. This 
epithelium extends into the substance of the tonsil in the form of several tonsillar 
crypts. Numerous mucous glands open into the crypts. The lumen of a crypt 
usually contains some lymphocytes that have travelled into it through the 
epithelium.   
Lingual tonsil 
 These are lymphoid nodules are present on the dorsum of the posterior part 
of the tongue. It is also lined by non-keratinized stratified squamous cells.  
 
 
Tubal tonsils 
 Another collection of lymphoid tissue is present is the nasopharynx, behind 
the tubal opening. It is called tubal tonsil. It is continuous with the lateral part of 
the pharyngeal tonsil. 
 
WALDEYER’S RING 
 Waldeyer ring consists of lymphoid tissue that surrounds the opening of the 
oral and nasal cavities into the pharynx.         
 The most important aggregations are the right and left palatine tonsils 
usually referred to simply as the tonsils. 
 Posteriorly and above there is the pharyngeal tonsil; laterally and above 
there are the tubal tonsils, and inferiorly there is the lingual tonsil over the 
posterior part of the dorsum of the tongue. 
 
ANATOMY OF PALATINE TONSILS 
 Palatine tonsils are two in number. Each tonsil is an ovoid mass of 
lymphoid tissue situated in the lateral wall of oropharynx between the anterior and 
posterior pillars. Actual size of the tonsil is bigger than the one that appears from 
its surface as parts of tonsil extend upwards into the soft palate, downwards into 
the base of tongue and anteriorly into palatoglossal arch. A tonsil presents  
Two surfaces – a medial and a lateral,  
Two poles – an upper and a lower. 
 
 
 
 
MEDIAL SURFACE  
Medial surface of the tonsil is covered by non keratinising stratified 
squamous epithelium which dips into the substance of tonsil in the form of crypts. 
Openings of 12 – 15 crypts can be seen on the medial surface of the tonsil. One of 
the crypts, situated near the upper part of tonsil is very large and deep and is called 
crypta magna or intratonsillar cleft. It represents the ventral part of second 
pharyngeal pouch. From the main crypts arise the secondary crypts, within the 
substance of tonsil. Crypts may be filled with cheesy material consisting of 
epithelial cells, bacteria and food debris which can be expressed by pressure over 
the anterior pillar. 
 
LATERAL SURFACE 
Lateral surface of the tonsil presents a well-defined fibrous capsule. 
Between the capsule and the bed of tonsil is the loose areolar tissue which makes it 
easy to dissect the tonsil in the plane during tonsillectomy. It is also the site for 
collection of pus in peritonsillar abcess. Some fibres of palatoglossus and 
palatopharyngeus muscles are attached to the capsule of the tonsil. 
 
UPPER POLE 
Upper pole of the tonsil extends into soft palate. Its medial surface is 
covered by a semilunar fold, extending between anterior and posterior pillars and 
enclosing a potential space called supratonsillar fossa. 
 
 
 
 
 
 
Throat Anatomy 
 
 
 
 
 
 
 
 
 
 
 
 
 
LOWER POLE 
Lower pole of the tonsil is attached to the tongue. A triangular fold of 
mucous membrane extends from anterior pillar to the anteroinferior part of tonsil 
and encloses a space called anterior tonsillar space. The tonsil is separated from 
the tongue by a sulcus called tonsillolingual sulcus which may be the seat of 
carcinoma.  
 
BED OF THE TONSIL 
It is formed by the superior constrictor and styloglossus muscles. The 
glossopharyngeal nerve and styloid process, if enlarged, may lie in relation to the 
lower part of tonsillar fossa. Both these structures can be surgically approached 
through the tonsil bed after tonsillectomy. Outside the superior constrictor, tonsil is 
related to the facial artery, submandibular salivary gland, posterior belly of 
digastric muscle, medial pterygoid muscle and the angle of mandible. 
 
Blood supply 
 The tonsil is supplied by five arteries  
1. Tonsillar branch of facial artery. This is the main artery 
2. Ascending pharyngeal artery from external carotid. 
3. Ascending palatine, a branch of facial artery 
4. Dorsal linguae branches of lingual artery 
5. Descending palatine branch of maxillary artery 
 
 
 
 
 
Venous Drainage 
 Veins from the tonsils drain into paratonsillar vein which joins the common 
facial vein and pharyngeal venous plexus. 
  
Lymphatic drainage 
 Lymphatics from the tonsil pierce the superior constrictor and drain into 
upper deep cervical nodes particularly the jugulodigastric (tonsillar) node situated 
below the angle of mandible. 
 
Nerve supply 
 Lesser palatine branches of sphenopalatine ganglion (CN V) and 
glossopharyngeal nerve provide sensory nerve supply. 
 
HISTOLOGY  
 The palatine tonsil is situated at the oropharyngeal isthmus. Its oral aspect is 
covered with stratified squamous nonkeratinised epithelium, which dips into the 
underlying tissue to form the crypts. The lymphocytes lie on the sides of the crypts 
in the form of nodules. The structure of tonsil is not differentiated into cortex and 
medulla. 
 
DEVELOPMENT 
 The epithelium over the tonsil develops from ventral part of second 
pharyngeal pouch. The lymphocytes are mesodermal in origin. 
 
 
 
NORMAL   FUNCTIONS OF TONSILS   : 
          Approximately 65% of the lymphocytes that make up the lymphocytes of 
waldeyer ring are B lymphocytes, the reminder being either T lymphocytes or 
plasma cells. Like other lymphoid masses of Waldeyer ring palatine tonsils have a 
protective role and act as sentinels at the portal of air and food passage. The crypt 
in tonsils increase the surface area for contact with foreign substances. 
• The immunologic role of the tonsils and adenoid is to reduce secretary 
immunity and to regulate the production of the secretary 
immunoglobulins. 
• Situated at the opening of the pharynx to the external environment ,the 
tonsils and adenoid are in a position to provide primary defense  
against foreign matter. 
• Deep crevices within tonsillar tissue form tonsillar crypts that are 
lined with squamous epithelium but have a concentration of 
lymphocytes at their bases. 
• Lymphoid tissue of waldeyer ring is most immunologically active 
between 4 and 10 yr of age with decrease after puberty. 
 
 
 
 
 
 
 
TONSILLITIS 
DEFINITION    : 
                        Tonsillitis is inflammation of the tonsils. The term usually refers to 
the inflammation of palatine tonsils. 
                        Tonsillitis is characterized by inflammation of tonsils, sore 
throat,swollen  cervical lymph nodes  and fever usually caused by an infection. 
 
ETIOLOGY   : 
                       Tonsillitis is caused by a bacterial infection or a viral infection.The 
most common bacterial infection caused by group A beta haemolytic streptococcus 
(GABHS). 
 
Less common bacterial agents: 
                      Streptococci C & G group 
                       Staphylococcus aureus 
                       Hemophilus influenzae 
                       Mycoplasma pneumoniae 
                       Treponema pallidum 
                       Chlamydia pneumonia 
Viral agents   : 
                       Adeno virus 
                       Rhino virus 
                       Influenza 
                     Corona virus 
 
 
                     Respiratory syncytial virus 
                     Epstein barr virus 
                     Herpes simplex virus 
                     Cytomegalovirus 
 
EPIDEMIOLOGY   : 
                   It is one of the commonest infectious disease , most frequent in 
children aged 5 to 10 years and young adults between 15 and 25 years. 
 
TYPES    : 
                    There are 3 main types of Tonsillitis 
ACUTE TONSILLITIS    - It can either be bacterial or viral in origin 
SUBACUTE TONSILLITIS  - It can last between 3 weeks and 3 months.It      
    is caused by the Actinomyces bacterium 
CHRONIC TONSILLITIS  - It can last for long periods if untreated is      
      almost always bacterial 
ACUTE TONSILLITS   :  
                  Primarily, the tonsils consists of (a)surface epithelium which is 
continuous with the oropharyngeal lining (b)crypts which are tube like 
invaginations from the surface epithelium and  (c)the lymphoid tissue. Acute 
infections of tonsil may involve these components and are thus classified as: 
1. Acute catarrhal or superficial tonsillitis: 
                Here tonsillitis is a part of generalized pharyngitis and is mostly seen in 
viral infections. 
 
 
2. Acute follicular tonsillitis   : 
                 Infection spreads into the crypts which become filled with purulent 
material presenting at the openings of crypts as yellowish spots. 
3. Acute parenchymatous tonsillitis : 
                Here tonsil substance is affected. Tonsil is uniformly enlarged and red. 
4. Acute membranous tonsillitis: 
               It is a state ahead of acute follicular tonsillitis when exudation from the 
crypts coalesces  to form a membrane on the surface of tonsil. 
 
AETIOLOGY : 
                         Acute tonsillitis often affects school going children.But also affects 
adults.It may occur as a primary infection of the tonsil itself or may secondarily 
occur as a result of infection of the upper respiratory tract usually following viral 
infections. 
                         Poor orodental hygiene, poor nutrition, and congested surroundings 
are important predisposing factors for the disease. 
 
PATHOLOGY  : 
           The process of inflammation originating within the tonsil is accompanied 
by hyperaemia and oedema with conversion of lymphoid follicles into small 
abcesses which discharge into crypts . When tonsils are inflamed as a result of 
generalised  infection of the oropharyngeal mucosa,the condition is termed as 
catarrhal tonsillitis. 
           
 
 
 
 
 
 
 
 
 
 
SYMPTOMS   : 
       The symptoms vary with severity of infection. The predominant symptoms are 
 Sorethroat 
 Difficulty in swallowing.The child may refuse to eat anything due to local 
pain 
 Fever - It may vary from 380c to 400c and may be associated with chills and 
rigors. 
 Ear ache 
 Constitutional symptoms are head ache, general body ache, malaise, 
constipation, Abdominal pain may be present due to mesentric lymph 
adenitis. 
SIGNS: 
 Often the breath is foetid and tongue is coated 
 There is hyperemia of pillars, soft palate and uvula. 
 Tonsils are red and swollen with yellowish spots of purulent material 
presenting at the opening of crypt or there may be a whitish membrane on 
the medial surface of tonsil or The tonsil may be enlarged and congested. so 
much so that they almost meet in the midline along with some oedema of 
the uvula and soft palate. 
 The jugulodigastric lymph nodes are enlarged and tender.  
 
 
 
 
 
TREATMENT   :  
               General management of the patient includes bed rest, and giving plenty 
of fluids. Analgesics are given to relieve pain and fever. Antibiotics are prescribed 
according to the culture sensitivity report. However, penicillin is the drug of 
choice. Erythromycin and ampicillin may be needed for resistant cases. 
COMPLICATIONS     : 
 Chronic tonsillitis with recurrent acute attacks. This is due to incomplete 
resolution of acute infection. chronic infection may persist in lymphoid 
follicles of the tonsil in the form of microabcesses 
 Peri tonsillar abcess 
 Parapharyngeal abcess 
 Cervical abcess 
 Acute otitis media 
 Rheumatic fever 
 Acute glomerulonephritis 
 Subacute bacterial endocarditis 
CHRONIC TONSILLITIS    : 
                    Chronic inflammatory changes in the tonsil are usually the result of 
recurrent acute infections treated inadequately. Recurrent infection lead to 
development of minute abcesses within the lymphoid follicles. This become 
walled off by fibrous tissue and surrounded by inflammatory cells. 
 
 
                 The most common and the most important cause of recurrent infection 
of the tonsils is persistant or recurrent infection of the nose and paranasal 
sinuses.This leads to postnasal discharge which then infects the tonsils as well. 
 
AETIOLOGY  : 
           It may be a complication of acute tonsillitis.Mostly affects children and 
young adults 
TYPES   : 
1. Chronic follicular tonsillitis  : 
                      Here tonsillar crypts are full of infected cheesy material which shows 
on the surface as yellowish spots. 
2. Chronic parenchymatous tonsillitis   : 
                      There is hyperplasia of lymphoid tissue.Tonsils are very much 
enlarged and may interfere with speech,deglutition,and respiration.Attacks of sleep 
apnoea may occur.Long standing cases develop features of corpulmonale. 
3.Chronic fibroid tonsillitis  : 
                       Tonsils are small but infected with history of repeated sore throats. 
CLINICAL FEATURES  : 
 Recurrent attacks of sore throat or acute tonsillitis 
 Chronic irritation in throat with cough 
 Bad taste in mouth and foul breath (halitosis) due to pus in crypts. 
 Difficulty in swallowing and choking spells at night (when tonsils are large 
and obstructive) 
 
 
 On examination, the tonsils may appear hypertropic and protruding out of 
the pillars. These are diffusely congested, mouths of crypts appear open 
from which epithelial debris may be squeezed on pressure. The anterior 
pillars are hyperaemic. Sometimes the symptoms of sorethroat and 
dysphagia are associated  with small fibrotic tonsil(chronic fibrotic 
tonsillitis).Enlargement of jugulodigastric lymph nodes is an important sign 
of tonsillar infection. 
DIAGNOSIS   : 
       The diagnosis is based on the history of repeated attacks of sorethroat or acute 
tonsillitis,associated with symptoms of dysphagia and discomfort. These 
symptoms if seen with enlarged tonsils, hyperaemic pillars and enlarged neck 
nodes, a diagnosis of chronic tonsillitis is well considered. 
TREATMENT: 
        Conservative treatment consists of attention to general health,diet,treatment of 
co existant infection of teeth,nose and sinuses. 
          Tonsillectomy is indicated when tonsils interfere with speech,deglutition and 
respiration or cause recurrent attacks. 
COMPLICATIONS   : 
 Peritonsillar abcess 
 parapharyngeal abcess 
 Intratonsillar abcess 
 Tonsillolliths 
 Tonsillar cyst 
 
 
 Focus of infection in rheumatic fever, acute glomerulonephritis,eye and 
skin disorders 
COMPLICATIONS   
Local complications   
1.PERITONSILLAR ABCESS  : (QUINSY) 
             Peri tonsillar infection can occur as either cellulitis or a frank abcess in the 
region superior and lateral to the tonsillar capsule. These infections usually occur 
in children with a history of recurrent tonsillar infection and are polymicrobial , 
including both aerobes and anaerobes. 
                 Unilateral throat pain referred otalgia,drooling and trismus are 
presenting symptoms.The affected tonsil is displaced  down and medial by 
swelling of the anterior tonsillar pillar and palate. 
                   The diagnosis of an abcess can be confirmed by CT or by needle 
aspiration the contents of which should be sent for culture. 
2. PARA PHARYNGEAL ABCESS  : 
                 Tonsillar infection can extend into the parapharyngeal space ,causing 
symptoms of fever,neck pain,and stiffness,signs of swelling of the lateral 
pharyngeal wall and neck on the affected side.The diagnosis is confirmed by 
contrast medium enhanced CT  and treatment includes intravenous antibiotics and 
external incision and drainage if an abcess is demonstrated on CT. 
 
 
 
 
 
3. RETROPHARYNGEAL ABCESS: 
                   Retropharyngeal abcess occurs most commonly in children < 3 – 4 
years of age. Retropharyngeal nodes involute after 5yr of age and therefore 
infection in older children and adults in much less common.  
                  Clinical manifestations of retropharyngeal abcess are non specific and 
include fever,irritability, decreased oral intake,and drooling .Neck 
stiffness,torticollis,and refusal to move the neck may also be present. Other signs 
may include muffled voice,stridor, respiratory distress. 
                 Physical examination may reveal bulging of the posterior pharyngeal 
wall, although this is present in <50% of infants with retropharyngeal 
abcess.cervical lymphadenopathy may also be present. 
4. AIRWAY OBSTRUCTION: 
             Both the tonsils and adenoid are major cause of upper airway obstruction 
in children.Airway obstruction in children is typically manifested in sleep 
disordered breathing including obstructive sleep apnea,obstructive hypopnea and 
upper airway resistant syndrome. 
5. TONSILLOLITHS: (calculus of the tonsil) 
              It is seen in chronic tonsillitis when its crypt is blocked with retention of 
debris. Inorganic salt of calcium and magnesium are then deposited leading to 
formation of a stone. It may gradually enlarge and then ulcerate through tonsil. 
              Tonsilloliths are more often seen in adult give rise to local discomfort or 
foreign body sensation. They are easily diagnosed by palpation or gritty feeling on 
probing. Treatment is simple removal of the stone or tonsillectomy, if that be 
 
 
indicated for associated sepsis or for the deeply set stone which cannot be 
removed. 
6. INTRATONSILLAR ABCESS: 
                It is accumulation of pus within the substance of the tonsil.It usually 
follows blocking of the crypt opening in acute follicular tonsillitis.There is marked 
local pain and dysphagia.Tonsil appears swollen and red.Treatment is 
administration of antibiotics and drainage of the abcess if required,later 
tonsillectomy should be performed. 
7. TONSILLAR CYST  : 
                It is due to blockage of a tonsillar crypt and appears as a yellowish 
swelling over the tonsil.Very often it is symptomless.It can be easily drained. 
SYSTEMIC COMPLICATIONS   
1.ACUTE GLOMERULONEPHRITIS   
                   Acute post streptococcal glomerulonephritis follows infection of the 
throat or skin by certain  nephrogenic strains of group A ,Beta hemolytic 
streptococci.Post streptococcal glomerulonephritis is most common in children 
aged 5-12 yr and uncommon before the age of 3yr.Depending on the severity of 
renal involvement ,patients may develop various degrees of 
edema,hypertension,and oliguria. 
2. RHEUMATIC FEVER   
               It is an systemic non suppurative inflammatory condition characterized 
by fever,pancarditis,migrating polyarthritis,sometimes chorea and subcutaneous 
nodules. 
 
 
3.SEPTICEMIA   
              Untreated acute tonsillitis may result in septicemia with septic abcesses , 
septic arthritis and meningitis. 
 
DISEASES OF LINGUAL TONSILS 
1. Acute lingual tonsillitis. 
Acute infection of a lingual tonsil gives rise to unilateral dysphagia and 
feeling of lump in the throat. On examination with a laryngeal mirror, 
lingual tonsil may appear enlarged and congested, sometimes studded with 
follicles like the ones seen in acute follicular tonsillitis. Cervical lymph 
nodes may be enlarged. Treatment is by antibiotics. 
2. Hypertrophy of lingual tonsils.  
Mostly, it is a compensatory hypertrophy of lymphoid tissue in response to 
repeated infections in tonsillectomised patients. Usual complaints are 
discomfort on swallowing, feeling of lump in the throat, dry cough and 
thick voice. 
Mirror examination of the base of tongue will show enlargement of lingual 
tonsils, sometimes associated with dilated veins over it. Treatment is 
conservative. Sometimes, diathermy coagulation or excision of lingual 
tonsils has to be done. These days they are excised by laser surgery.   
3. Abscess of lingual tonsil. 
It is a rare condition but can follow acute lingual tonsillitis. Symptoms are 
severe unilateral dysphagia, pain in the tongue, excessive salivation and 
some degree of trismus. Protrusion of the tongue is painful. Jugulodigastric 
 
 
nodes will be enlarged and tender. It is a potentially dangerous condition as 
laryngeal oedema can easily follow.  
 
Diagnosis 
Diagnosis is made by mirror examination and palpation of the base of 
tongue. Treatment is by antibiotics, analgesics, proper hydration and 
incision and drainage of the abscess. 
DIFFERENTIAL DIAGNOSIS  
1. Diphtheria. 
Unlike acute tonsillitis which is abrupt in onset, diphtheria is slower in 
onset with less local discomfort, the membrane in diphtheria extends beyond the 
tonsils, on to the soft palate and is dirty grey in colour. It is adherent and its 
removal leaves a bleeding surface. Urine may show albumin. Smear and culture of 
throat swab will reveal Corynebacterium diphtheriae. 
2. Vincent’s angina. 
It is insidious in onset with less fever and less discomfort in throat. 
Membrane, which usually forms over one tonsil, can be easily removed revealing 
an irregular ulcer on the tonsil. Throat swab will show both the organisms typical 
of disease, namely fusiform bacilli and spirochaetes. 
3. Infectious mononucleosis. 
This often affects young adults. Both tonsils are very much enlarged, 
congested and covered with membrane. Local discomfort is marked. Lymph nodes 
are enlarged in the posterior triangle of neck along with splenomegaly. Attention 
to disease is attracted because of failure of the antibiotic treatment. Blood smear 
 
 
may show more than 50% lymphocytes, of which about 10% are atypical. White 
cell count may be normal in the first week but rises in the second week. Paul 
bunnell test (mono test) will show high titre of heterophil antibody. 
4. Agranulocytosis. 
It presents with ulcerative necrotic lesions not only on the tonsils but 
elsewhere in the oropharynx. Patient is severely ill. In acute fulminant form, total 
leucocytic count is decreased to <2000/cu mm or even as low as 50/cu mm and 
polymorph neutrophils may be reduced to 5% or less. In chronic or recurrent 
form, total count is reduced to 2000/cu mm with less marked granulocytopenia. 
5. Leukaemia.  
In children, 75% of leukaemias are acute lymphoblastic and 25% acute 
myelogenous or chronic, while in adults 20% of acute leukaemias are lymphocytic 
and 80% non-lymphocytic. 
Peripheral blood shows TLC >100,000/cu mm. it may be normal or less 
than normal. Anaemia is always present and may be progressive. Blasts cells are 
seen on examination of the bone marrow. 
6. Aphthous ulcers.  
They may involve any part of oral cavity or oropharynx. Sometimes, it is 
solitary and may involve the tonsil and pillars. It may be small or quite large and 
alarming. It is very painful. 
7. Malignancy tonsil 
 
 
 
 
 
8. Traumatic ulcer.  
Any injury to oropharynx heals by formation of a membrane. Trauma to the 
tonsil area may occur accidently when hit with a tooth brush, a pencil held in 
mouth or fingering in the throat. Membrane appears within 24 hours. 
 
Investigations  
1. Routine blood test for Total count, Differential count, Erythrocyte 
sedimentation rate, Hemoglobin 
2. A culture of tonsil may reveal the causative organism  
3. Anti streptolysin O (ASO titre) indicates strepcoccal infection. The titre of 
anti streptolysin O in a patient serum in dilution above 1:200 is an 
indication of strepcoccal infection.    
 
TONSILLECTOMY 
 The tonsils get infected because of bad oral hygiene, unhygiene eating 
habits, constant postnasal discharge, and mouth breathing and irritant eatables. 
Control of these, thus, can prevent infection. However tonsillectomy may be 
indicated in certain cases. The indications of tonsillectomy can be classified as 
absolute and relative. 
Absolute Indications 
1. Hypertrophied tonsils causing obstructive symptoms like obstructive sleep 
apnoea 
2.    Suspicion of malignancy 
 
 
3. More than one attack of peritonsillar abscess 
4. Tonsillitis resulting in febrile convulsions 
5. Persistent or recurrent tonsillar hemorrhage 
Relative Indications 
1. Recurrent acute tonsillar infections either  more than six per year or more 
than five per year for two consecutive years 
2. Cases with chronic enlargement of regional lymph nodes in association with 
sore throat. 
3. Tonsillectomy is indicated when it is thought that tonsillar infection is 
producing secondary effects in other organs. Rheumatic fever and acute 
glomerulonephritis develop as an antigen antibody reaction to streptococcal 
infections. Though tonsillectomy does not help an established rheumatic 
heart disease or nephritis, recurrent attacks can be prevented by 
tonsillectomy 
4. Carriers of diphtheria and streptococcus haemolyticus as proved by 
repeated throat swabs, who are a potential source of infection. 
5. Eating or swallowing difficulties 
6. Failure to thrive 
7. Halitosis 
 
 
 
 
 
 
Indications for Unilateral Tonsillectomy 
1. As excision biopsy of the tonsil to determine a possible malignancy 
2. As an approach to expose the glossopharyngeal nerve or enlarged styloid 
process in tonsillar bed, in stylalgia or idiopathic glossopharyngeal 
neuralgia. 
3. Tonsillolith, tonsillar cyst, and impacted foreign body in the tonsil need 
tonsillectomy on the affected side. 
4. In branchial fistula to remove the complete tract, one end of the tract being 
in posterior faucial pillar. 
Contraindications of Tonsillectomy 
1. Haemoglobin level less than 10gm% 
2. Tonsillectomy should not be done during an epidemic of poliomyelitis as 
there is a high-risk of contracting bulbar poliomyelitis. 
3. Blood dyscrasias like purpura, aplastic anaemia, bleeding and coagulation 
defects.  
4. Cases of uncontrolled systemic disease like diabetes 
5. Tonsillectomy should not be done during or immediately after an attack of 
infection or when the child has recently been exposed to infectious disease 
like measles  
6.   Tonsillectomy is not done during menstruation or during pregnancy 
SELECTION OF TONSILLECTOMY CASES AND INVESTIGATIONS 
 In a case where an indication for tonsillectomy exists, it is necessary to look 
for any contraindication that may coexist. 
 
 
 Various investigations may be needed to avoid taking any unnecessary risk 
of anaesthesia or operation. Blood examination is done to know the haemoglobin 
level and the state of coagulability (coagulation time) and capillary contraction 
(bleeding time). Urine analysis is another routine investigation to rule out any 
kidney damage or other metabolic disorders. 
COMPLICATIONS 
Haemorrhage  
 Besides the complications that may arise because of anaesthesia the main 
surgical problem is haemorrhage. It could be primary (during operation), 
reactionary (with in the first 24 hours) or secondary (between fifth to tenth post 
operative day) haemorrhage.  
 Excessive bleeding at the time of operation usually arises because of trauma 
to an aberrant vessel or para tonsillar vein.  
Reactionary haemorrhage 
 Reactionary haemorrhage usually arises as a result of slipping of a ligature 
or because of the post operative rise in blood pressure. If a clot has formed in the 
fossa, it is removed. This allows the muscular contraction and retraction of the 
blood vessel.  
 A gauze pack may also be held in the fossa for a few minutes to control the 
bleeding. However, if the bleeding does not stop, the patient is reanasthetised and 
the bleeding vessel is ligated. Sometimes the tonsillar pillars may need to be 
stitched over a pack to control the bleeding.  
 
 
 
Secondary haemorrhage 
 Secondary haemorrhage is the result of infection. Bleeding is usually mild. 
Antibiotics, antiseptic mouth washes are given in addition to bed rest.  
Surgical trauma       
 During tonsillectomy, trauma may occur to the pillars, soft palate, teeth or 
uvula.  
Pulmonary complications 
 Pulmonary complications may result because of inhalation of blood or 
tonsillar tissue, with the result collapse, pneumonia or lung abscess may occur.    
PREVENTION 
 Drink enough fluids to keep the body hydrated 
 Eat healthy diet with nutrients like vitamin C and zinc 
 Avoid becoming exposed to second hand smoke 
 To use separate vessels for each individual 
 To avoid contaminated food and water 
 To make find out which agent makes allergy and avoid them  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Materials and Methods 
 
 
 
 
MATERIALS AND METHODS 
Lasunathabitham (Tonsillitis) is one of the commonest infectious paediatric 
illness.The  Clinical trial on Lasunathabitham was carried out in Out Patient and In 
Patient ward ,Dept of  Kuzhanthai Maruthuvam,Govt siddha Medical College and 
Hospital,Palayamkottai. 
50 cases were selected and treated with Lasunathabitha chooranam and 
Adhondai kudineer.Among  50 cases,30 cases were treated in OPD  and 20 cases 
were treated in IPD. 
 AIM 
a) Primary aim: 
              To evaluate the clinical efficacy of LASUNATHABITHA 
CHOORANAM and ADHONDAI KUDINEER in LASUNATHABITHAM. 
b) Secondary aim: 
              To estimate the biochemical and pharmacological activities of the 
LASUNATHABITHA CHOORANAM and ADHONDAI KUDINEER. 
 INCLUSION CRITERIA: 
 Age     : 5-12yrs 
 Sex      :both male and female children 
 Sore throat 
 Dysphagia due to tonsillar enlargement 
 fever 
 Inflamed erythematous tonsils 
 Cervical lymph adenitis due to tonsillitis 
 
 
 cough 
 Nasal congestion 
 Willing to give blood specimen for laboratory investigation when required 
 EXCLUSION CRITERIA: 
 Recent history of scarlet fever 
 Rheumatic fever due to tonsillitis 
 Peri tonsillar abscess 
 Tonsil that needs surgical management 
 Any other systemic illness along with tonsillitis 
 WITHDRAWAL CRITERIA : 
 Intolerance to the drug and development of adverse reactions during the 
drug trial 
 Poor prognosis 
 Patient turned unwilling to continue in the course of clinical trial 
 Drugs response is not obtained within 8 days 
 If any complications rise during drug trial 
 
 TRIAL DRUG ,DOSAGE,AND DURATION  : 
     (I) LASUNATHABITHA CHOORANAM   : 
Age Dose 
5 – 8 years 325 mg – 500 mg 
8 – 12 years 650 mg – 1 g 
                                ANUBANAM:  Honey , twice a day 
 
 
(ii) ADHONDAI KUDINEER     : 
Age Dose 
5 – 8 years 5 ml – 10 ml 
8 – 12 years 10 ml – 20 ml 
 
 (iii) DURATION 
  8 DAYS (If needed it will be extended) 
 TESTS AND ASSESSMENTS   : 
       a) Clinical assessments: 
                        To assess the relief of following symptoms 
• Sore throat 
• Dysphagia 
• cough 
• Fever 
• Inflammed erythematous tonsils 
• Cervical lymphadenitis 
• Nasal congestion 
    b) Siddha assessment: 
• Nilam 
• Kaalam 
• Udal thatukkal 
• Uyir thatukkal 
• Envagai thervugal 
• Neerkuri, neikuri 
 
 
c) Investigations :   
• Blood test TC, DC, ESR, Hb 
• Urine analysis – albumin, sugar, deposits   
 
CONDUCT OF THE STUDY   : 
The trial drug “LASUNATHABITHA CHOORANAM &ADHONDAI 
KUDINEER” given for first 3 days to out patients and they will be informed to 
visit the OP twice in 6 days. At each visit clinical assessment is done and 
prognosis noted. For IP Patients the drug is given for 8 days and the clinical 
assessment is done daily. If the patient symptoms not reduced within 8 days 
treatment will be extended further. 
          Laboratory investigations are done on the day of administration and end of 
the course of treatment of the trial. For IP patients who are not in a situation to 
stay in the hospital for a long time. Advised to attend the OP Dept for another 2 
months for follow up. If any trial patient who fails to collect the trial drug on the 
prescribed day but wants to continue in the trial from the next day or two, he/she 
will be allowed, but defaulters at one week and more will not be allowed to 
continue and be withdrawn from the study with fresh case being included. 
 
 
 
 
 
 
 
OBSERVATION AND RESULTS 
1. AGE DISTRIBUTION. (Table No: 1) 
S.No Age 
No. Of cases  
(out of 20) 
Percentage 
(%) 
1 
0-1 year 
Kappu and Chenkeerai 
- - 
2 
2 year – 3 year 
Varugai, Thalattu, Sappani, 
Mutham 
- - 
3 
 
 
4 years – 6 years 
Ambuli, Chitril, Chiruparai, 
Chiruthervidhal, Paethai 
(female) & Pillai (male) 
paruvam 
4 20 
4 
7 years – 10 years 
Paethamai (female) 
Chiruparuvam (Male) 
10 50  
5 
11 years – 12 years 
Mangai (Female), Valibam 
(Male) 
6 30  
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                            Children under the age group of 7 yrs to 10 yrs were commonly 
affected.Among school going age group, over crowding of children had high 
incidence of tonsillar infection. 
 
2. SEX - DISTRIBUTION: (Table No: 2 ) 
S.No Sex No. of cases (out of 20) Percentage(%) 
1 Female 13 65  
2 Male 7 35 
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Among 20 cases studied  7 were males (35%) and 13 were females (65%). 
Though in the authour’s study to female child was highly affected than males, 
there is no apparent sex prediction. 
 
 
3. SOCIO-ECONOMIC STATUS: (Table No: 4) 
S.No Socio-economic status No. of cases (out of 20) Percentage (%) 
1 Poor 15 75  
2 Middle Class 5 25 
3 Rich - - 
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                   According to this study 15 cases of  Poor socio economic status  was 
noticed,this was due to lack of nutritious food and unhygienic condition and 5 
belongs to Middle class. 
 
4.  DISTRIBUTION OF KAALAM: (Table No: 4) 
S.no Kaalam No. Of cases (Out of 20) Percentage (%) 
1 Vatham - - 
2 Pitham - - 
3 Kabam 20 100 
 
 
 
 
 
         
75%
25%
0%
SOCIO-ECONOMIC STATUS
Poor
Middle Class
Rich
 
 
 
 
 
        
         
         
         
         
         
         
         
         
         
         
         
          
According to the concept of sathaga naadi (Ayul Thoda Nirnayam),under 
the age of 33years 4 months in kabha kaalam,kabha diseases (Lasunathabitham) 
were noticed. 
 
5. DISTRIBUTION OF PARUVA KALANGAL (Table No: 5) 
S.No Paruvakaalam No. of cases (Out of 20) Percentage (%) 
1 Kaar (Aavani, Purattasi) 6 30 
2 Koothir (Ayppasi, Karthigai) 5 25 
3 Munpani (Markazhi, Thai) - - 
4 Pinpani (Maasi, Pankuni) - - 
5 Ela Venil (Chithirai, Vaikasi) 8 40 
6 Muthuvenil (Aani, Aadi) 1 5 
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                             Lasunathabitham was more common during summer and rainfall 
season (ie) kaar,koothir,elavenil. In Elavenil kaalam kabham gets vetrunilai 
valarchi,intake of sour taste and sugar taste induces kabha kuttram ,action inducing 
the vitiation of kabha kutram produces symptoms of Lasunathabitham. 
 
6. DISTRIBUTION OF LANDS: (Table No: 6) 
S. No Thinai No. of cases (Out of 20) Percentage(%) 
1 Kurinji (hill) - - 
2 Mullai ( forest) - - 
3 Marutham (fertile) 17 85 
4 Neithal ( coastal) 3 15 
5 Paalai ( desert) - - 
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         According to the siddha concept, Marutha nilam does not produce any 
disease among the people residing in the land.But due to altered life style and 
environmental conditions the incidence of lasunathabitham occurs in land of 
Marutham and Neithal.Titunelveli belongs to Marutha nilam and the people in and 
around were affected by this disease. Therefore, there is no apparent thinai 
prediction for this disease. 
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7. MUKKUTRA THEORY: 
1. DERANGEMENT OF VATHAM:- 
S.No Types of Vatham 
No. of cases 
 (Out of 20) 
Percentage(%) 
1 Pranan (gpuhzd;) 8 40 
2 Abanan (mghdd;) 5 25 
3 Viyanan (tpahdd;) - - 
4 Uthanan (cjhdd;) 16 80 
5 Samanan ( rkhdd;) 20 100 
6 Naagan (ehfd;) - - 
7 Koorman ($h;kd;) - - 
8 Kirukaran (fpUfud;) 17 85 
9 Devathathan (Njtjj;jd;) 15 75 
10 Dhananjeyan(jdQ;nrad;) - - 
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In vatham, all cases had derangement in Samanan, In 85% of cases, 
Kirukaran was affected.80% of cases, Uthanan was affected, 75% of cases 
Devathathan was affected.40%  pranan and  25% Abanan affected. 
 
2. DERANGEMENT OF PITHAM: 
S.No Types of Pitham 
No. of cases  
(out of 20) 
Percentage(%) 
1 Anailapitham (mdpygpj;jk;) 11 55 
2 Ranjakam (,uQ;rfk;) 20 100 
3 Saathakam (rhjfk;) 20 100 
4 Pirasakam (gpuhrfk;) - - 
5 Aalosakam (MNyhrfk;) - - 
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In Pitham, Sathagam  and Ranjagam was affected in all patients.In 
Avalampagam 55%  of patients were affected. 
 
3. DERANGEMENT OF KABAM: 
S.No Types of Kabam 
No. of cases  
(out of 20) 
Percentage (%) 
1 Avalambakam (mtyk;gfk;) 20 100 
2 Kilethakam ( fpNyjfk;) 11 55 
3 Pothakam (Nghjfk;) 11 55 
4 Tharpakam ( jw;gfk;) 9 45 
5 Santhikam ( re;jpfk;) - - 
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In kapham, Avalampagam was affected in all the patients.55% of patients 
were affected by Kilethagam and Bothagam. 45% of patients Tharpagam was 
affected. 
 
8. UDAL KATTUGAL: (Table No: 8) 
S.No UDAL KATTUGAL 
No. of cases  
(out of 20) 
Percentage (%) 
1 Saaram (rhuk;) 20 100 
2 Senneer ( nre;ePh;) 20 100 
3 Oon ( Cd;) 20 100 
4 Kozhuppu (nfhOg;G) - - 
5 Enbu ( vd;G) - - 
6 Moolai ( %is) - - 
7 Sukkilam / Suronitham  
(Rf;fpyk; / RNuhzpjk;) 
- - 
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The first Thadu Saaram was affected in all the patients  because of 
increased kabham.Involvement of Seneer caused increased ESR and  Oon caused 
the enlargement of the gland. 
 
 
 
 
 
 
 
 
 
 
9. ENN VAGAI THERVUGAL: (Table No: 9) 
S.No Enn Vagai Thervugal No. of cases (out of 20) Percentage (%) 
1 Naadi (ehb) - - 
2 Niram (epwk;) - - 
3 Mozhi (nkhop) 14 70  
4 Vizhi (tpop) 9 45 
5 Sparisam (];ghprk;) 10 50 
6 Naa (eh) 11 55 
7 Malam (kyk;) - - 
8 Moothiram (%j;jpuk;) 2 10  
 
ENN VAGAI THERVUGAL 
 
In ennvagai thervugal  pale appearance and white coating of tongue, dull 
voice,redness of eyes, fever, and burning micturation were noticed  respectively.  
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10. NEI KURI: 
S.No 
Neikuri 
Reference 
Characters of Urine 
No. of cases 
(out of 20) 
Percentage 
(%) 
1 Vatha Neer Spreads like Snake 1  5 
2 Pitha Neer Spreads like RING 6 30 
3 Kaba Neer Spreads like PEARL 13 65 
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               Among the 20 cases, 13 cases were observed Kabha neer , 6 cases Pitha 
neer and 1 case Vatha neer. 
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11. AETIOLOGICAL FACTORS OF LASUNA THABITHAM 
S.No Aetiological factors No. of cases 
(Out of 20) 
Percentage 
(%) 
1 Intake of cold food stuffs Ice creams etc., 15 75 
2 Drinking contaminated water 14 70 
3 Seasonal Variations 12 60 
4 Family History 2 10 
5 Living in congested areas, using same 
vessels by many. 
4 20 
 
AETIOLOGICAL FACTORS OF LASUNA THABITHAM 
 
             From the study, the author concludes that the main cause for the 
occurrence of Lasunathabitham was intake of cold food stuffs like ice creams and 
Drinking of contaminated water. Seasonal variations, Living in congested areas, 
Family history are other causes of Lasunathabitham. 
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12. CLINICAL FEATURES - SIGNS AND SYMPTOMS 
The signs and symptoms of patients with Lasuna thabitham under the clinical 
study was given below 
S.No Clinical features 
No. of cases 
(Out of 20) Percentage(%) 
1 Sore throat 20 100 
2 Cough  18 90 
3 Fever 9 45 
4 Nausea 5 25 
5 Earache 3 15 
6 Halitosis 4 20 
7 Constipation 4 20 
8 Anorexia 7 35 
9 Dysphagia 20 100 
10 Nasal congestion 10 50 
11 Malaise 16 80 
12 Distaste 2 10 
13 Hoarseness of voice 6 30 
14 Headache 6 30 
15 Redness and swelling of the tonsil 20 100 
16 Cervical Lymphadenitis 14 70 
 
 
 
 
CLINICAL FEATURES - SIGNS AND SYMPTOMS 
 
 
 Most of the patients had sore throat, cough, fever, dysphagia, anorexia, 
malaise, redness and swelling of the tonsil with cervical lymphadenitis were 
noted.Most of the symptoms and signs were relived after the treatment. 
100
90
45
25
15
20 20
35
100
50
80
10
30 30
100
70
0
20
40
60
80
100
120
Sore throat
Cough 
Fever
Nausea
Earache
Halitosis
Constipation
Anorexia
Dysphagia
Nasal congestion
Malaise
Distaste
Hoarseness of voice
Headache
Redness and swelling of the 
tonsil
Cervical Lymphadenitis
 
 
13. OBSERVATION OF HAEMATOLOGICAL INVESTIGATIONS: 
  Blood test was carried out both in before and after the treatment. 
1. Observation of haemoglobin level 
 The haemoglobin level among all the patients was between 58% to 75%. 
Significant changes in the haemoglobin level was not seen in Lasunathabitham 
patients, prior to the commencement of the treatment or later. 
2. Observation of Erythrocyte Sedimentation Rate: 
Erythrocyte sedimentation rate was elevated in all cases selected for the 
study of Lasunathabitham,since the disease was caused by infective agents.During 
the trial period of the drug,the ESR was greatly reduced was normalized after 
treatment. 
ERYTHROCYTE SEDIMENTAION RATE (ESR/ hour) before treatment: 
S.No ESR/hour in mm No. of cases (Out of 20) Percentage(%) 
1. 10 and below 4 20 
2. 11- 20 9 45 
3. 21 – 30 5 25 
4. 31 – 40 2 10 
 
Erythrocyte Sedimentation rate (ESR/ hour) after treatment: 
S.No ESR/hour in mm No. of cases (Out of 20) Percentage(%) 
1. 10 and below 9 45 
2. 11- 20 8 40 
3. 21 – 30 3 15 
4. 31 – 40 - - 
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OBSERVATION OF TOTAL LEUCOCYTE COUNT: 
Total leucocytes count / cu.mm before treatment 
S.No Total leucocyte  / cu.mm No. of Cases (Out of 20) Percentage(%) 
1. 8,000 – 10,000 12 60 
2. 10,000 – 11,000 6 30 
3. 11,000 – 12,000 2 10 
 
TOTAL LEUCOCYTE COUNT / cu.mm after treatment 
S.No Total leucocyte  / cu.mm No. of Cases (Out of 20) Percentage(%) 
1. 8,000 – 10,000 15 75 
2. 10,000 – 11,000 5 25 
3. 11,000 – 12,000 - - 
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The total leucocyte count was elevated in all cases before treatment. After 
treatment, all cases showed a decrease in the total leucocyte count. 
 
14. RESULTS 
 Among 20 in patients, the results were observed as follows. 
S.No Result No. of cases (Out of 20 ) Percentage (%) 
1. Good 15 75 
2. Moderate 5 25 
3. Poor - - 
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     15 cases (75%) showed good results and 5 cases (25%) showed moderate result 
based on clinical improvement. 
 
15.RESULTS AFTER TREATMENT (TOTAL) 
S.No Result No. of cases (Out of 50 ) Percentage (%) 
1. Good 36 72 
2. Moderate 11 22 
3. Mild 3 6 
 
 
72 % (36 cases) showed good results, 22% (11 cases) showed Moderate 
results and 6% (3 cases) showed mild response. These results based on the clinical 
improvement. 
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Case Report of 30 Out Patients with Lasunathabitham 
S.No Op.No Patient name Age/Sex No of days 
treated 
Remarks 
1 50295 Rajeswari 12yrs/FC 10 Moderate 
2 51278 Abdul subar 7yrs/MC 8 Good  
3 54317 Usain  12yrs/MC 8 Good  
4 55794 Priyadharshini 8yrs/FC 7 Good  
5 57132 Preethikasree 6yrs/FC 13 Mild 
6 57414 Sowmiya  12yrs/FC 7 Good  
7 58360 Swetha  4yrs/FC 10 Good  
8 58516 Kanishka 5yrs/FC 8 Good  
9 62690 Mariammal 5yrs/FC 8 Mild 
10 66407 Abdul  9yrs/FC 6 Good  
11 67339 Kokila 9yrs/FC 7 Good  
12 67340 Krishnan 5yrs/FC 5 Good  
13 67790 Ragila 5yrs/FC 7 Moderate 
14 67861 Mariselvan 3 ½ yrs/MC 8 Good  
15 73269 Joshiba 12yrs/FC 6 Good  
16 78691 Balu 12yrs/MC 8 Good  
17 78892 Subasankari 5yrs/FC 7 Moderate 
18 79544 Aravindakannan 9yrs/MC 9 Good  
19 80440 Lakshmanan 12yrs/MC 7 Good  
 
 
20 80441 Esakkimani 9yrs/MC 8 Moderate 
21 80442 Vastirani 12yrs/FC 6 Moderate 
22 80951 Balamma 12yrs/FC 8 Good  
23 82268 Muthulakshmi  6yrs/FC 8 Good  
24 87569 Roshini 8yrs/FC 9 Good  
25 87570 Jamila  7yrs/FC 7 Moderate 
26 96172 Sridhar 10yrs/MC 9 Good  
27 96173 Rajesh 7yrs/FC 6 Good  
28 97260 Harini 8yrs/FC 7 Good  
29 100574 Mydeen 12yrs/MC 8 Good  
30 100926 Keerthiga  9yrs/FC 9 Mild 
 
From this study, among 30 OP patients 21patients  (70 %) had good relief, 6 
Patients (20%) had moderate relief and 3 Patients (10%) had mild relief. 
 
 
 
Name: Kanishka Age : 5 years Female Child 
 
 
 
 
 
Name: Karthick Age : 10 years  Male Child  
 
 
 
 
 
 
 
 
 
 
CASE REPORT OF 20 IN PATIENTS OF LASUNA THABITHAM 
S. 
No 
IP.No NAME AGE/SEX DURATION 
OF ILLNESS 
SIGNS AND SYMPTOMS ADMISSION 
DATE 
DISCHARGE  
DATE 
RESULTS 
1 2159 Muthulakshmi  11yrs/ FC 8 days Sorethroat,dysphagia,cough,fever,malaise,white 
coating of the tonsils,redness and swelling of 
the tonsils 
4.07.12 10.07.12 Good  
2 2161 Supuraj  10yrs/MC 6 days Dysphagia,Sore throat,cough,fever,nausea,nasal 
congestion,swelling and redness of the 
tonsils,cervical lymph adenitis 
05.07.12 10.07.12 Good 
3 2399 Ragini  10yrs/FC 7 days Sorethroat,anorexia,dysphagia,malaise,constipa
tion,redness and swelling of the   tonsils,white 
coating of the tonsils,cervical lymph adenitis 
24.07.12 27.07.12 Moderate 
4 2401 Gunamathi  8yrs/FC 5 days Cough,fever,dysphagia,sorethroat,rhinitis,nausa
vomiting,swelling and redness of the 
tonsils,cervical lymph adenitis 
24.07.12 27.07.12 Moderate  
5 2454 Karthik  10yrs/MC 20 days Cough,fever,sorethroat,dysphagia,earache,halit
osis,swelling and redness of the tonsils,white 
spots on the tonsils 
27.07.12 31.07.12 Moderate  
  
 
 
6. 2561 Kanishka  5yrs/FC 7 days Sore throat,cough,fever,dysphagia,rhinitis,nasal 
congestion,swelling and redness of the 
tonsils,cervical lymph adenitis 
10.08.12 14.08.12 Good  
7 2969 Agilan  5½ yrs/MC  7 days  Head ache,sore throat,dysphagia,cough,ear 
ache,redness and swelling of the 
tonsils,malaise,nasal congestion 
07.09.12 14.09.12 Good  
8 3180 Murugalakshmi  20yrs/FC 18 days Sorethroat,dysphagia,cough,fever,constipation,
malaise,white spots on the tonsils,enlarged and 
redness of the tonsils 
24.09.12 28.09.12 Good  
9 3181 Kaviya  8yrs/FC 6 days Dysphagia,sorethroat,cough,fever,anorexia,mal
aise,cervical lymph adenitis,enlarged and 
erythmatous tonsils 
24.09.12 28.09.12 Good  
10 3210 Mahin  5yrs/FC 15 days Dysphagia,sore throat,nasal congestion,white 
spots on the tonsils,enlarged and erythamatous 
tonsils,anorexia,constipation,malaise 
24.09.12 28.09.12 Moderate  
  
 
 
11 3433 Aasha  5yrs/FC 11 days Sorethroat, dysphagia, malaise, hoarseness of voice, 
redness and swelling of the tonsils, 
cough,nausea,cervical lymph adenitis 
05.10.12 10.10.12 Good  
12 3434 Lebisha  7yrs/FC 15 days Dysphagia,sore throat,malaise,hoarseness of 
voice,cervical lymph adenitis,cough 
05.10.12 10.10.12 Good 
13 3449 Anees  12yrs/MC 5 days Sorethroat, malaise, distaste, headache, fever, cervical 
lymph adenitis,redness and swelling  of the tonsils,nasal 
congestion 
06.10.12 10.10.12 Good  
14 3463 Paramasivan 12yrs/MC 8 days Cough,nausea,anorexia,sorethroat,dysphagia,malaise,ho
arseness of voice,ear ache,nasal congestion,redness and 
swelling of tonsils,white spots on the tonsils 
08.10.12 15.10.12 Good  
15 3550 Durai  11yrs/MC 7 days Fever,cough,nasalcongestion,dysphagia,head 
ache,redness and swelling of the tonsils,cervical lymph 
adenitis 
12.10.12 18.10.12 Good 
 
 
16 3551 Anandha valli    12yrs/FC 9 days Sorethroat,dysphagia,cough,malaise,nasalcongestion, 
hoarseness of voice,swelling and redness of the 
tonsils,cervical lymph adenitis 
12.10.12 19.10.12 Good 
 
17 3637 Fathima  7yrs/FC 7 days Cough,nausea,anorexia,dysphagia,hoarseness of 
voice,redness and swelling of the tonsils,cervical lymph 
adenitis 
20.10.12 28.10.12 Good 
18 3638 Doufi  8yrs/MC  10 days Head ache,sore throat,dysphagia,malaise,nasal 
congestion,anorexia,white spots on the tonsils,redness 
and swelling of the tonsils,cervical lymph adenitis 
20.10.12 28.10.12 Moderate 
19 3639 Ragilla  7yrs/FC 9 days Dysphagia,head ache,cough,redness and swelling of the 
tonsils,cervical lymph adenitis,constipation,malaise 
20.10.12 28.10.12 Good 
20 3769 Bala 
sudharsan  
5 yrs/MC 13 days Cough,nasalcongestion,sorethroat,dysphagia,malaise, 
hoarseness  of voice,redness and swelling of the 
tonsils,cervical lymph adenitis,white spots on the tonsils 
03.11.12 10.11.12 Good  
 
 
INVESTIGATIONS OF 20 IN PATIENTS OF LASUNATHABITHAM 
Sl. 
No IP No 
Name of the 
patient 
Hematological Investigations  
Before Treatment After Treatment 
TC/ 
cumm 
DC% ESR mm Hb% 
 
 
TC/ 
cumm 
DC % ESR mm 
Hb% 
P L E 1/2 hr 
1 
hr P L E 1/2hr 1 hr 
1 2159 Muthulakshmi 8,400 60 24 6 13 26 75 8,000 47 30 4 7 14 75 
2 2161 Supuraj 10,500 53 40 9 10 20 65 10,300 45 47 4 4 9 65 
3 2399 Ragini 9,200 58 30 12 21 40 75 9,000 50 44 6 13 26 75 
4 2401 Gunamanthi 11,600 60 30 10 14 28 69 10,800 49 40 5 8 20 69 
5 2454 Karthick 10,800 56 33 7 19 38 68 9,700 50 43 4 14 28 68 
6 2561 Kaniska 11,800 64 30 9 15 30 72 10,600 59 38 3 10 18 72 
7 3180 Murugalakshmi 10,100 51 38 8 5 10 69 9,200 44 44 4 3 5 70 
8 3210 Mahin 9,200 58 39 3 14 28 70 8,900 51 45 1 11 22 70 
9 3181 Kaviya 8,900 45 22 3 6 12 68 8,100 58 40 2 5 9 69 
10 3449 Anees 9,500 62 35 4 10 20 61 8,900 54 40 1 5 9 61 
11 3463 Paramasivan 10,300 54 38 6 8 16 59 10,100 45 44 3 5 12 60 
12 3434 Lebisha 8,700 57 32 3 6 12 74 8,100 50 38 1 2 6 74 
13 3550 Durai 9,800 52 41 5 7 14 58 8,900 46 48 2 6 12 59 
14 3557 Anandhavalli 9,200 62 35 2 4 10 68 8,600 55 42 1 5 9 68 
15 3638 Doufi 10,900 52 41 9 11 22 60 10,200 45 48 6 8 16 60 
16 2969 Akilan 8,800 51 41 6 4 9 60 8,600 45 49 2 2 4 61 
17 3637 Fathima 9,900 58 34 8 9 18 71 8,700 50 40 3 4 8 71 
18 3639 Ragila 9,400 61 32 3 5 10 65 9,000 52 39 1 3 6 65 
19 3433 Aasha 8,400 53 38 6 10 20 72 8,100 46 45 2 7 14 72 
20 3769 Balasudhrsan 10,400 63 32 4 13 18 68 9,500 53 37 1 6 12 68 
 
 
INVESTIGATIONS OF 20 INPATIENTS OF LASUNA THABITHAM 
Sl.No IP No Name of the patient 
Urine Analysis Motion Analysis 
Before Treatment After Treatement  Before Treatment After Treatment 
Alb Sug Dep Alb Sug Dep Ova Cyst Ova Cyst 
1 2159 Muthulakshmi Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
2 2161 Supuraj Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
3 2399 Ragini Nil Nil 2PC 1EC Nil Nil Nil Nil Nil Nil Nil 
4 2401 Gunamanthi Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
5 2454 Karthick Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
6 2561 Kaniska Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
7 3180 Murugalakshmi Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
8 3210 Mahin Nil Nil 2PC Nil Nil Nil Nil Nil Nil Nil 
9 3181 Kaviya Nil Nil 3PC Nil Nil Nil Nil Nil Nil Nil 
10 3449 Anees Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
11 3463 Paramasivan Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
12 3434 Lebisha Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
13 3550 Durai Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
14 3557 Anandhavalli Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
15 3638 Doufi Nil Nil 2PC Nil Nil Nil Nil Nil Nil Nil 
16 2969 Akilan Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
17 3637 Fathima Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
18 3639 Ragila Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
19 3433 Aasha Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
20 3769 Balasudhrsan Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 
 
 
 
 
 
 
 
 
 
 
Discussion 
 
 
 
 
Discussion 
  Lasunathabitham (Tonsillitis) is one of the upper respiratory tract 
infections, commonly seen in children. The symptoms of lasunathabitham relates 
to Tonsillitis in modern medicine.  
 Here, in this study the author has selected 20 cases observed with clinical 
features of lasunathabitham. They were admitted in PG Kuzhanthai maruthuvam 
ward, Govt Siddha medical college Palayamkottai. The patients were under 
observation and the daily progress of the ailment was monitored regularly. From 
the results and observational data the following inferences were madeout.  
Age distribution 
 Children under the age group of 7 to 10 years were commonly affected.  
Among school going age group, overcrowding of the children had high incidence 
of tonsillar infection.     
Sex  
 Among 20 cases females were mostly affected than males. Though in the 
author’s study to female child was highly affected, there was no apparent sex 
prediction. 
Socio economic status 
   According to this study 15 cases of poor socio economic status were 
noticed. This was due to lack of nutritious food and unhygienic condition. 
 
 
 
 
 
Kaalam 
 According to the concept of sathaka naadi (Aayulthoda nirnayam), under 
the age of 33 years 4 months, in kapha kaalam, kapha diseases (Lasunathabitham) 
were noticed.     
Paruva kaalam 
 Lasunathabitham was more common during summer and rain fall (ie) Kaar, 
koothir, elavenil. In elavenil kaalam kapham gets vetrunilai valarchi. Intake of sour 
taste and sugar taste induces kapha kuttram action inducing the vitiation of kapha 
kuttram produces symptoms of lasunathabitham.  
Thinaikal  
  According to the Siddha concept marutha nilam does not produce any 
disease among the people residing in the land. But due to altered life style and 
environmental conditions the incidence of the lasunathabitham occurs in land of 
marutham and neithal. Tirunelveli belongs to marutha nilam and the people in and 
around were affected by this disease.   
Mukkuttram 
 In vaatham, all cases had dearrangement in samanan. In 85% of cases, 
Kirukaran was affected, 75% of cases, Devathathan was affected. 40% 
cases, of Pranan and  25% cases, of Abanan were affected 
 In Pitham, Sathagam and Ranjagam was affected in all patients. In 
Anilapitham, 55% of patients were affected. 
 
 
 In Kapham, Avalampagam was affected in all the patients. 55% of cases 
were affected by Kiletham and Bodhagam. In 45% of patients Tharpagam 
was affected. 
Udal thathukkal 
 The first thathu saaram was affected in all patients because of increased 
kapham.  
 Involvement of senneer caused increased ESR and oon caused the 
enlargement of the gland.  
Envaigai thervu 
 In Envaigai thervukal, pale appearance and white coating of tongue, dull 
voice, redness of eyes, fever and burning micturation were noticed 
respectively.  
Naadi 
 In Lasunathabitham the commonest naadi seen was kapha pitham. Other 
than kapha pitham, pitha kapham was also noticed.  
Etiological factors 
 From the study the author concludes that the main cause for the occurrence 
of the Lasunathabitham was intake of cold food stuffs like ice creams noticed 
among 15 cases and the secondary causes to be drinking of contaminated water, 
seasonal variations, family history, living in congested area and using of same 
house hold utensils by many people.     
 
 
 
 
Clinical features 
    Most of the patients had sore throat, cough, dysphagia, fever, anorexia, malaise, 
redness and swelling of the tonsil with cervical lymphadenitis were noted. Most of 
the signs and symptoms were relived after the treatment. 
Laboratory Investigations 
 Routine blood investigation was done as follow up in all the cases. ESR, 
leucocyte and eosinophil count was significantly reduced after treatment. 
Assessment of results 
 15 cases (75%) showed good result and 5 cases (25%) showed moderate 
result, based on clinical improvement. 
Biochemical analysis 
 Biochemical analysis revealed that the trial medicine Lasunathabitha 
chooranam contains starch, ferrous iron, unsaturated compound. 
 Adhondai kudineer contains calcium, sulphate, starch, ferrous iron, 
tannic acid, unsaturated compound, amino acid.  
Microbiological analysis  
The trial drug Lasunathabitha chooranam had sensitive anti microbial 
activity against streptococci and moderate sensitive against klebsiella. 
The trial drug Adhondai kudineer had sensitive anti microbial activity 
against streptococci, staphylococci, klebsiella and moderate sensitive against 
E.coli. 
 
 
 
 
Pharmacological analysis       
 Pharmacologically Lasunathabitha chooranam had  
 Significant Anti pyretic action 
 Moderate acute anti inflammatory action 
 Moderate analgesic action 
Adhondai kudineer had 
 Significant anti pyretic action  
 Significant analgesic action  
 Moderate acute anti inflammatory action 
The trial medicines are effective in Lasunathabitham in which the 
inflammation of the tonsils, pain and irritation of throat and fever were 
considerably reduced and cured.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Summary 
 
 
 
 
Summary 
 The aim of the study is to evaluate the clinical efficacy of the trial drug 
“Lasunathabitha chooranam and Adhondai kudineer” in Lasunathabitham  
 Sufficient literatures with reference to Lasunathabitham was not found in 
Siddha system. Hence from the available text, signs, symptoms and characteristic 
features were collected and the medicines was chosen for the study.  
 20 cases were selected and treated in IPD and 30 cases treated in OPD, 
Department of Kuzhanthai maruthuvam, Govt Siddha medical college, 
Palayamkottai for the clinical study.  
 By both Siddha and modern methodology, the clinical diagnosis of 
Lasunathabitham was done.  
 Higher incidence of Lasunathabitham was noticed between the age group of 
7 – 10 years. Mainly school going children were affected by this disease. 
 In treatment all the patients were given internally Lasunathabitha 
chooranam and Adhondai kudineer an average of 8 to 15 days as per the literature. 
The treatment was successful in reducing the signs and symptoms of the patients.  
The trial drug Lasunathabitha chooranam has  sensitive  anti microbial 
activity against  streptococci and moderate sensitive against klebsiella. 
The trial drug Adhondai kudineer has sensitive anti microbial activity 
against streptococci, staphylococci, klebsiella and moderate sensitive against 
E.coli. 
Biochemical analysis revealed the trial medicine Lasunathabitha chooranam 
contains starch, ferrous iron, unsaturated compound. 
 
 
Adhondai kudineer contains calcium, sulphate starch, ferrous iron, tannic 
acid, unsaturated compound, amino acid.  
 Pharmacological action of the Lasunathabitha chooranam had  
 Significant Anti pyretic action 
 Moderate acute anti inflammatory action 
 Moderate analgesic action 
Adhondai kudineer had 
 Significant anti pyretic action  
 Significant analgesic action  
 Moderate acute anti inflammatory action  
 Improvement was observed from the second day of treatment. All the 
patients showed very good response. No adverse effect was produced during the 
drug trial period. 
 The action of drug and progress in patients were encouraging and promising 
to pursue the medicine as standard one for Lasunathabitham in future.          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Conclusion 
 
 
 
 
 
 
Conclusion 
1. The trial drug had profound effect in reducing symptoms like fever, 
swelling of the tonsils, dysphagia 
2. The trial medicines are safe to the patients 
3. The trial medicines are in simple form of preparation  
4. The trial medicines are cost effective 
5. No adverse effects were produced during the drug trial  
So it can be concluded that among the various infections rooting up in this 
seasonal change, Lasunathabitha chooranam and Adhondai kudineer proves to be 
excellent in combating the tonsillitis among children to produce healthy quality of 
life.            
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Annexures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Preparation and Properties 
of Trial Medicine 
 
 
 
 
 
PREPARATION AND PROPERTIES OF TRIAL MEDICINE 
1. LASUNATHABITHA CHOORANAM 
                    (i) Pungam verppattai(Pongamia pinnata )      - 10 gm 
                   (ii)Manjal  (curcuma longa )                             - 10 gm 
        All the ingredients are ground to fine powder form and preserved in a bottle. 
DOSE 
                  325 mg – 1 gm, Twice a day  with  honey 
USES 
                 Thondai thooru ( Tonsillits)  relieved 
REF     :   Sarabendirar vaithiya muraigal 
                 -virana karappan roga sigichai  (page no 137) 
 
2 . ADHONDAI KUDINEER   :  
              (i)Murungai pattai      (Moringa oleifera )                                  - 10 gm 
                (ii)Sivanarvembu verppattai (Indigofera aspalathoides)      - 10 gm 
               (iii)Veppampattai     (Azadirachta indica)                                - 10 gm 
               (iv)Sangamverppattai (Azima tetracantha)                              -10 gm 
               (v)Adhondai verppatai ( Capparis zeylanica )                         - 10gm 
             (vi) Purified vengaram (Sodium biborx)                                 -5 gm 
      All ingredients except vengaram are ground to coarse particles then collected. 
Vengaram is powdered and fried in earthen pan. 
 
 
 
 
Procedure 
 Eight parts of water added to the mixture and shrunken to ¼ part  
DOSE   : 5 – 20 ml, twice a day 
USES    : Thondai thooru (tonsillitis) relieved 
REF      : Sarabendirar vaithiya muraigal 
                -virana karappan roga sigichai (page no 137) 
 
NrUk; ruf;Ffspd; Fzq;fs; 
I. yRd jhgpjr; #uzk; 
1. Gq;fk; Nth;gl;il 
NtW ngah;fs;: Gd;F> G+e;jp> fuQ;rfk;> fuQ;rk; 
Botanical Name : Pongamia pinnata 
Family  :  Fabaceae 
Parts used  :  Root, Bark. Seeds 
Actions  :  Astringent, Alterative, Parasiticide, Antiseptic,  
   Stimulant      
Rit   -  ifg;G> Jth;g;G>  
jd;ik  -  ntg;gk; 
gphpT   -  fhh;g;G 
 
                        ‘Gq;F Nkw;gb Grpj;jp tpUkNdh 
Aq;nfL kPisA nkhopAepr;raNk” 
 Njud; fhg;gpak;  
 
 
   
 
Gq;fk; NtHg;gl;il 
 
  
kQ;rs; 
 
 
 
 
 
 
  
yRdjhgpj R+uzk; 
 
 
                                     
 
Mnjhz;il NtHg;gl;il 
                                                        
 
 
 
 
rq;fk; NtHg;gl;il 
 
 
rptdhH Ntk;G NtHg;gl;il 
  
 
 
 
 
 
 
ntq;fhuk; 
 
 
KUq;ifgl;il 
 
 
 
 
 
 
 
Ntg;gk;gl;il 
 
 
Mnjhz;il FbePH R+uzk; 
 
 
 
 
 
 
Gq;fk; Nth;gl;ilia Grpj;Jthpd; ,Uky;> <is Kjypad xopAk;. 
thjf;fLg;G kfh%Hr;ir jhgRuk; 
thjFd;kk; uj;jj;jhy; te;jpLNeha; -XJfpd;w 
gz;GiuAk; ty;tplKk; NghFk;jpuz;lUz;Nl 
gz;GWGq; fk;Nth;f;Fg; ghh; 
 mfj;jpah; Fzthlfk; 
 ,t;Nthpdhy; thjf;Filr;ry;> %h;r;ir>twl;Ruk;> thj 
Fd;kk;>FUjpapdhy; gpwf;fpd;w Neha;fs;> Gz;> GiuNahly;> ghk;G eQ;R 
ePq;Fk;. 
2. kQ;rs; 
NtWngah;fs;: mhprdk;> fhd;rdp> eprp> gPjk; 
Botanical Name : Curuma longa 
Family  : Zingiberaceae 
Part used  : Tubers  
Actions  : Carminative, Stimulant, Hepatotonic, Anti- 
inflammatory, Anti – Bacterial, Anti – pyretic. 
 Rit   :  fhh;g;G> ifg;G>  
 jd;ik  : ntg;gk; 
 gphpT   : fhh;g;G 
 
jiytyp ePNuw;wQ; risahj Nkfk; 
cliyTjU gPdrj;jp D}Nl - typRug;G 
tpQ;R fbtplKk; tPWuzq;fSk; Nghk; 
kQ;rs; fpoq;Ff;F khy;. 
 mfj;jpah; Fzthflk; 
 
 
 kQ;rshy; jiytyp> ePNuw;wk;> nts;is %f;FePh; gha;jy;. Itif typ> 
tz;Lfb> ngUk; Gz; ,it ePq;Fk;. 
 
 ‘kQ;rl; Fspjdf;F khwhj;JHf; fe;jnkhL 
 tpQ;RKf rhl;baKk; tpl;lfYe; -njhQ;rYWk; 
 Ia nkhopA klh;tpah;Tq; fhzhJ 
 ita kjdpy; tOj;J”. 
 mfj;jpah; Fzthflk; 
kUj;Jtg; gad;fs; 
• kQ;ris nghbj;J Gz;fs; kPJ J}t mitfs; MWk;. 
• gr;ir kQ;rs; ,urj;ijg; G+r ml;ilf;fb> eQ;R> Gjpa 
fhag;Gz;> tPf;fk; ,it NghFk; 
• kQ;ris Rl;L Kfu ePNuw;wk; ePq;Fk; 
 (Fzg;ghlk; %ypif tFg;G) 
II Mnjhz;ilf; FbePh; 
1. KUq;ifg;gl;il 
NtW ngah;fs; 
 rpf;FU fpuQ;rk;> fpotP NrhghQ;rdk; 
Botanical Name : Moringa oleifera 
Family  : Moringanaceae 
Parts Used  : All Parts 
Actions  : Anti Spasmodic, Stimulant, Expectorant,  
Diuretic, Emmenogogue, Abortifacient. 
 
 
 
Rit   : ifg;G> Jth;g;G> ,dpg;G 
jd;ik  : jl;gk; 
gphpT (gl;il>Nth;) : fhh;g;G  
 
‘KUq;ifNth;g;gl;ilf;F %L fgj;Njh 
  nlhUQ;Fwhr; rd;dpRuk; XLk; - mUq;fdf 
  tl;ilg; nghUKiyaha; tha;nthL tplq;fSNkw; 
  gl;ilf;Fg; NghNk gwe;J.” 
 mfj;jpah; Fzthflk;  
,jd; Nth;g;gl;ilapdhy; IaKk;> Kg;gpzpAk;> kug;gl;ilapdhy; 
tspf;Fw;wKk; rpy eQ;RfSk; jPUk;. 
Uses: 
 The Plant is cardiac and circulatory tonic and antiseptic. 
 Nadkarini Meteria Medica. P.No:811. 
Root contain an active antibiotic principle pterygospermin.It inhibits the 
growth of many G (+)ve and G(-)ve bacteria. 
In higher concentration it is active against fungi 
 The wealth of India     
2. Mjz;il  
NtWngah;fs; 
Mjz;lk;> Mjz;il Mnjhz;il fhw;nwhl;b fhj;njhl;b > 
fhj;Njhl;b> fhfJuj;jp  
Botanical Name :  Capparis zeylanica 
Family  : Capparidaceae 
Part used  : Root, Leaf, Root bark 
 
 
Actions  : Sedative, Stomachic , diuretic 
Rit   - rpWifg;G  
jd;ik  - ntg;gk;  
gphpT    - fhh;g;G 
 
‘kz;ilf; Filr;ryWk; thjj;jpd; gPerk;Nghk;  
njhz;ilf; fgKe; njhiyAq;fhz;-kpz;L nra;Ak;  
thjf; fLg;gfY khNj M njhz;ilf;Fg;  
Nghjg; gygpzpNghk; Nghk;.”  
 mfj;jpah; Fzthflk; 
,jdhy; kz;ilf; Filr;ry;> %f;filg;G njhz;ilapy; NrUk; rsp> 
Filr;ry; Kjypait jPUk;.. 
3. Ntg;gk;gl;il 
NtW ngah;fs;:  
mhpl;lk;> Jj;ij> epk;gk;> ghhpgj;jpuk;> gpRke;jk>; thjhhp> Ntg;G 
    Botanical Name       :  Azadirachta indica 
Family       :  Meliaceae  
gad;gLk; cWg;Gfs;  : ,iy> <h;f;F> G+> fha;> gok;> tpj;J>nea;>    
                             kug;gl;il> Nth;g;gl;il> fl;il> fs;> gprpd;. 
Rit       : ifg;G> rpWJth;g;G>  
jd;ik      : ntg;gk; 
gphpT       : fhh;g;G 
 
 
 
 
Actions:  
Non-irritant, Astringent, Bitter, refrigerent, Spermicidal, Anti-
inflammatory, Anti – ulcers, Anti – bacterial and Anti – pyretic. 
 
 ‘xjhpa Ntk;ig Aiwf;fpw; RuKlNd 
  thjkW %yfz khe;jk; Nghe; - jPjha; 
  cjpUnkhp G+r;rpFd;k Nkhjh njhopAQ; 
  rpjWkyk; NghFnkdj; Njh;” 
 mfj;jpah; Fzthflk; 
,J IaRu Kjypa Ruq;fs;> Ruj;jhy; cz;lhFk; cly; jsh;r;rp> 
%yfzk;> khe;jk;> tspg;ngUf;F> Fd;kk;> vhpG+r;rp ,itfisg; Nghf;Fk;. 
 
4. rptdhh; Ntk;G Nth;gl;il 
NtW ngah;  :  fhe;jhhp 
Botanical Name : Indigofera aspalathoides 
Family  : Fabaceae 
Parts Used  : leaf, flower, stem, root  
Actions  :  Stimulant, Demulcent, Antiseptic, Anti  
Inflammatory, Anti microbial, disinfectant 
 
   ‘rha;f;Fkpbg; Gz;gok;Gz; rh;kFl;lk;gpsit 
   jPf;fLfhy; td;ngUNeha; rpe;Jkh - Neha;f;F 
   tpijahjp Ntk;gpdh nka;f;foF fhiy 
   cijahjp Ntk;gpdh Yd;. 
 mfj;jpah; Fzthflk; 
 
 
gad;fs; 
- Ntiu thapl;L Ritf;f gy;typ tha;g;Gz; Kjypad jPUk;. 
    - Fzghlk; %ypif tFg;G 
- Root is chewed as a remedy for toothache & aphthae. 
- The whole plant rubbed with butter is applied to reduce edematous tumours   
     Nadkarini Materia Medica Volume I Page No: 677. 
 
5. rq;fk; Nth;g;gl;il 
NtW ngah;fs;:  
rq;fQ;nrb> ew;rq;fd;> Kl;rq;fd; 
 Botanical Name : Azima tetracantha 
 Family  : Salvadoraceae 
 Parts used  : leaf, root, latex 
 Actions  : Diuretic, Stimulant, Astringent, Tonic,  
Antiperiodic, Expectorant. 
 Rit   : ifg;G 
 jd;ik  :  ntg;gk; 
 gphpT   : fhh;g;G 
   ‘rq;fk; Nth;g;gl;il rspapUkiyr; Ruj;ij 
   mq;fthjf;fLg;ig Mlijg;igg; - gq;fNk 
   nra;Aq; fpue;jpiaAs; jPfhy; fpUkpiaapt; 
   itae; jdpnyhopf;F khy;.” 
 
 
 
 
gad;fs;: 
 ,jd; Nth;g;gl;ilf;F Nfhio> ,Uky;> IaRuk;> fLg;G> fpue;jp> 
cl;Ruk;> tspNeha;fs;> tapw;Wg;GOf;fs; Mfpait NghFk;. 
 ,jd; Nth;gl;ilia FbePhpl;L nfhLj;J tu Kiwr;Ruk;> fPy; tPf;fk;> 
Nfhio> ,Uky;> IaRuk;> cl;Ruk; jzpAk;. 
6.ntq;fhuk; 
NtWngah;fs;:  
nghhpfhuk;> fhuk;> cUf;fpdk;> lq;fzk;> J}kj;ijalf;fp 
Chemical Name : Sodium biborate / borax. 
Actions  : Coolant, Diuretic, Rubefacient, Lithotrophic,  
Antiseptic, Astringent, Alterative. 
Rit   : ,dpg;Gld; $ba Jth;g;G 
tPhpak;  : ntg;gk; 
 
  ‘ntq;fhuQ; Nrj;Jkj;ij NtW gz;Z NkfLF 
   jq;Frpy ePh;Kwpaj; jhd; thq;Fk;” 
 
 ntq;fhuk; fgj;ijAk; ePh;g;gpzpiaAk; ePf;Fk;. 
 
gad;fs; : 
1. ntq;fhu ePh; tha;g;Gz;> njhz;ilg;Gz; mf;fuk; Kjypa Neha;fspy; 
tha;nfhg;gspf;fg; gad;gLfpwJ. 
2. ntq;fhuk; 325kpfp> kpsFj;J}s; 195kpfp ,uz;ilAk; 4 kp.ypl;lh; 
Njdpy; fye;J jpdk; 3 Ntis mUe;j fhrk; Rthrfhrk; ePq;Fk;.  
 
 
 
 
 
 
 
 
 
 
 
Bio-Chemical Analysis 
 
 
 
 
 
BIO-CHEMICAL ANALYSIS OF   LASUNATHABITHA CHOORANAM 
PREPARATION OF THE EXTRACT 
           5 gms of the drug was weighed accurately and placed in a 250ml clean 
beaker.Then 50ml of distilled water is added and dissolved well.Then it is boiled 
well for about 10minutes.It is cooled and filtered in a 100ml volumetric flask and 
then it is make up to 100ml with distilled water.This fluid is taken for analysis. 
 
QUALITATIVE ANALYSIS                    
S.NO EXPERIMENT OBSERVATION INFERENCE 
1 TEST FOR CALCIUM 
 2ml of the above prepared extract is 
taken in a clean test tube.To this add 2ml 
of 4% ammonium oxalateSolution. 
No white 
precipitate is 
formed 
Absence of 
calcium 
2 TEST FOR SULPHATE   
2ml of the extract is added to 5%  Barium 
chloride  solution. 
No white 
precipitate is 
formed 
Absence of 
sulphate 
3 TEST FOR CHLORIDE  
The extract is treated with Silver nitrate 
Solution 
No white 
precipitate is 
formed 
Absence of 
chloride 
4 TEST FOR CARBONATE 
 The substance is treated with 
Concentrated HCL 
No brisk 
effervessence is 
formed 
Absence of 
carbonate 
5 TEST FOR STARCH 
 The extract is added with weak iodine 
solution 
Blue colour is 
formed 
Indicates the 
presence of 
starch 
6 TEST FOR FERRIC IRON  
 The extract is acidified with Glacial 
acetic acid and  add  Potassium ferro 
cyanide 
No blue colour is 
formed 
Absence of 
ferric  iron 
  
 
 
7 TEST FOR FERROUS IRON 
The extract is treated with Concentrated 
nitric acid and Ammonium  thio cyanide 
solution 
Blood red colour is 
formed 
Indicates the 
presence of 
ferrous iron 
8 TEST FOR PHOSPHATE 
The extract is treated with ammonium 
Molybdate and concentrated nitric acid 
No yellow 
precipitate is 
formed 
Absence of 
phosphate 
9 TEST FOR ALBUMIN 
The extract  is treated with Esbach’s 
Reagent 
No yellow 
precipitate is 
formed 
Absence of 
albumin 
10 TEST FOR TANNIC ACID 
The extract is treated with ferric Chloride 
No blue black 
precipitate is 
formed 
Absence of 
tannic acid 
11 TEST FOR  UNSATURATION 
Pottassium permanganate solution  is 
added to the extract 
It gets 
decolourised 
Indicates the 
presence of 
unsaturated  
compound 
12 TEST FOR THE REDUCING SUGAR 
 5ml of Benedict’s qualitative Solution is 
taken in a test tube and allowed to boil for 
2 mins and  add 8-10 drops of the extract 
and again boil it for 2 mins 
No colour change 
occurs 
Absence of 
reducing 
sugar 
13 TEST FOR AMINO ACID 
One or two drops of the extract  is placed 
on a filter paper and dried  it well.After 
drying 1% Ninhydrin is sprayed over the 
same and dried  it well 
No violet colour is 
formed 
Absence of 
amino acid 
14 TEST FOR ZINC 
 The  extract is treated with Pottassium 
ferrocyanide            
No white 
precipitate is 
formed 
Absence of 
zinc 
 
 
 
BIO-CHEMICAL ANALYSIS OF  ADHONDAI KUDINEER  
PREPARATION OF THE EXTRACT 
           5 gms of the drug was weighed accurately and placed in a 250ml clean 
beaker.Then 50ml of distilled water is added and dissolved well.Then it is boiled 
well for about 10minutes.It is cooled and filtered in a 100ml volumetric flask and 
then it is make up to 100ml with distilled water.This fluid is taken for analysis. 
 
QUALITATIVE ANALYSIS                    
S.NO EXPERIMENT OBSERVATION INFERENCE 
1 TEST FOR CALCIUM 
2ml of the above prepared extract is taken 
in a clean test tube.To this  add 2ml of 4% 
ammonium oxalateSolution. 
A white 
precipitate is 
formed 
Indicates the 
presence of 
calcium 
2 TEST FOR SULPHATE   
 2ml of the extract is added to 5%  Barium 
chloride  solution. 
A white 
precipitate is 
formed 
Indicates the 
presence of 
sulphate 
3 TEST FOR CHLORIDE  
The extract is treated with  
Silver nitrate Solution 
No white 
precipitate  is 
formed 
Absence of 
chlorine 
4 TEST FOR CARBONATE 
 The substance is treated with 
Concentrated HCL 
No brisk 
effervessence is 
formed 
Absence of 
carbonate 
5 TEST FOR STARCH 
  The extract is added with weak iodine 
solution 
Blue colour is 
formed 
Indicates the 
presence of 
starch 
6 TEST FOR FERRIC IRON  
The extract is acidified with Glacial acetic 
acid and  add  Potassium ferro cyanide 
No blue colour is 
formed 
Absence of 
ferric iron 
  
 
 
7 TEST FOR FERROUS IRON 
The extract is treated with Concentrated 
nitric acid and Ammonium  thio cyanide 
solution 
Blood red colour 
is formed 
Indicates the 
presence of 
ferrous iron 
8 TEST FOR PHOSPHATE 
The extract is treated with ammonium 
Molybdate and concentrated nitric acid 
No yellow 
precipitate is 
formed 
Absence of 
phosphate 
9 TEST FOR ALBUMIN 
 The extract  is treated with Esbatch’s 
Reagent 
No yellow 
precipitate is 
formed 
Absence of 
albumin 
10 TEST FOR TANNIC ACID 
 The extract is treated with ferric Chloride 
Blue black 
precipitate is 
formed 
Indicates the 
presence of 
tannic acid 
11 TEST FORUNSATURATION 
Pottassium permanganate solution  is added 
to the extract 
It gets 
decolourised 
Indicates the 
presence of 
unsaturated 
compound 
12 TEST FOR THE REDUCING SUGAR 
5ml of Benedict’s qualitative Solution is 
taken in a test tube and allowed to boil for 2 
mins and  add 8-10 drops of the extract and 
again boil it for 2 mins 
No colour change 
occurs 
Absence of 
reducing 
sugar 
13 TEST FOR AMINO ACID 
One or two drops of the extract  is placed on 
a filter paper and dried  it well.After drying 
1% Ninhydrin is sprayed over the same and 
dried  it well 
Violet colour is 
formed 
Indicates the 
presence of 
amino acid 
14 TEST FOR ZINC 
 The  extract is treated with Pottassium 
ferrocyanide            
No white 
precipitate is 
formed 
Absence of 
zinc 
 
 
 
 
 
 
 
 
 
 
 
Pharmacological Analysis 
 
 
 
 
 
PHARMACOLOGICAL STUDIES 
ACUTE ANTI - INFLAMMATORY STUDY ON LASUNATHABITHA 
CHOORANAM  BY HIND-PAW METHOD IN ALBINO RATS 
Aim 
 To study the acute anti-inflammatory effect of Lasunathabitha chooranam  
 
Preparation of the test drug: 
   1 gm of  lasunthabitha chooranam was dissolved  in 10 ml of milk. A dose 
of 2 ml was given to each rat.  This 2 ml contains 200 mg of the test drug. 
 
Procedure: 
 Six healthy albino rats weighing 100-150 gm were taken and divided into 
three groups, each consisting of 2 rats. 
 First group was kept as control by giving distilled water of 2 ml /100 gm of 
body weight.  The second group was given Ibubrufen at dose of 20mg/100 gm of 
body weight.  The third group received the test drug lasunthabitha chooranam 200 
mg/100gm of body weight. 
 Before administration of test drug, the hind-paw volumes of all rats were 
measured.  This was done by dipping the hind-paw (up to tibio-tarsal function) in 
to a mercury plethysmography.  While dipping the hind-paw, by pulling the 
syringe piston, the level of mercury in the centre small tube was made to coincide 
with red marking and reading was noted from the plethysmograph. 
 Soon after the measurement, the drugs were administered orally.  One hour 
later, a subcutaneous injection of 0.1 ml of 1% (w/v) carrageenan in water was 
 
 
made into plantar surface of both hind-paw of each rat.  Three hours after 
carrageenan injection, the hind – paw  volumes were measured once again.  The 
differences between the initial and final volumes were calculated and compared. 
 The method is more suitable for studying the anti-inflammatory activity in 
acute inflammation.  The values are given in the table: 
 
Effect of Lasunathabitha chooranam 
Groups Drug 
Dose/100gm 
body 
weight 
Initial 
Reading 
average 
Final 
Reading 
average 
Mean 
difference 
In
fla
m
m
at
io
n 
%
 
In
hi
bi
tio
n 
%
 
Remarks 
Control Water 2ml 0.55 1.4 0.85 100 - 
 
Moderate 
Standard Ibubrufen 20mg 0.55 0.75 0.20 23.5 76.5 
Test 
drug 
Lasunathabitha 
chooranam 
100mg  0.6 1.0 0.4 47.0 53.0 
 
 
Inference:  
 Lasunathabitha chooranam has Moderate  Acute Antiinflammatory action.  
 
 
 
 
 
 
 
ACUTE ANTI - INFLAMMATORY STUDY ON ADHONDAI 
KUDINEER BY HIND-PAW METHOD IN ALBINO RATS 
Aim 
 To study the acute anti-inflammatory effect of Adhondai kudineer 
 
Preparation of the test drug: 
  20 ml of Adhondai kudineer was dissolved in 10 ml of milk. A dose of 2 ml 
was given to each rat.  This 2 ml contains 200 mg of the test drug. 
 
Procedure: 
 Six healthy albino rats weighing 100-150 gm were taken and divided into 
three groups, each consisting of 2 rats. 
 First group was kept as control by giving distilled water of 2 ml /100 gm of 
body weight.  The second group was given Ibubrufen at dose of 20mg/100 gm of 
body weight.  The third group received the test drug 2 ml / 100gm adhondai 
kudineer. 
 Before administration of test drug, the hind-paw volumes of all rats were 
measured.  This was done by dipping the hind-paw (up to tibio-tarsal function) in 
to a mercury plethysmography.  While dipping the hind-paw, by pulling the 
syringe piston, the level of mercury in the centre small tube was made to coincide 
with red marking and reading was noted from the plethysmograph. 
 Soon after the measurement, the drugs were administered orally.  One hour 
later, a subcutaneous injection of 0.1 ml of 1% (w/v) carrageenan in water was 
made into plantar surface of both hind-paw of each rat.  Three hours after 
 
 
carrageenan injection, the hind – paw volumes were measured once again.  The 
differences between the initial and final volumes were calculated and compared. 
 The method is more suitable for studying the anti-inflammatory activity in 
acute inflammation.  The values are given in the table: 
 
Effect of Adhondai kudineer 
Groups Drug 
Dose/100gm 
body weight 
Initial 
Reading 
average 
Final 
Reading 
average 
Mean 
difference 
In
fla
m
m
at
io
n 
%
 
In
hi
bi
tio
n 
%
 
Remarks 
Control Water 2ml 0.55 1.4 0.85 100 - 
 
Moderate 
Standard Ibubrufen 20mg 0.55 0.75 0.20 23.5 76.5 
Test drug 
Adhondai 
kudineer 
2ml 0.55 0.9 0.35 41.17 58.8 
 
 
Inference:  
 Adhondai kudineer  has  Moderate  Acute Antiinflammatory action.  
  
 
 
ANTI-PYRETIC STUDY OF LASUNATHABITHA CHOORANAM 
(By yeast induced method) 
Aim 
 To study the anti pyretic activity of Lasunathabitha chooranam  
Procedure 
 Group of six albino rats were selected and divided equally into 3 groups.  
All the rats were made hyperthermic by subcutaneous injection of 12% suspension 
of yeast at a dose of 1 ml/100 gm of body weight. 
 10 hours later one group of animals received only distilled water at a dose 
of 2ml. Second group received standard drug paracetamol 20 mg/ml and the third 
group received the test drug by gastric tube at a dose of  250 mg/ml.  
 Then mean rectal temperature for the 3 groups were recorded at                   
0 hour. 1 ½ hours, 3 hours and 4 ½ hours after the drug administration.  The 
different between the mean temperature of the control group and that of the other 
groups was measured. 
EFFECT OF LASUNATHABITHA CHOORANAM 
Sl.
No 
Name of the 
drugs/ groups 
Dose/ 
100gm  
body 
weight 
Initial 
temperature in 
centigrade 
After drug administration Remarks 
1 ½ hr 
Average 
3 hr 
Average 
4 ½  hr 
Average 
Significant 
Action 
1 Control (water) 2 ml 
37.5 
37.5 
38.0 
38.0 
38.5 
38.5 
38.5 
38.5 
2 
Standard 
Paracetamol 
20mg 
37.0 
37.0 
36.0 
36.0 
 
35.0 
35.0 
 
34.0 
34.0 
3 
Lasunathabitha 
chooranam  
100mg 
37.0 
37.0 
36.5 
36.5 
36.0 
36.0 
35.5 
35.0 
 
Inference:  
  Lasunathabitha chooranam   has significant antipyretic action. 
 
 
ANTI-PYRETIC STUDY OF ADHONDAI KUDINEER 
(By yeast induced method) 
Aim 
 To study the anti pyretic activity of Adhondai kudineer 
Procedure 
 Group of six albino rats were selected and divided equally into 3 groups.  
All the rats were made hyperthermic by subcutaneous injection of 12% suspension 
of yeast at a dose of 1 ml/100 gm of body weight. 
 10 hours later one group of animals received only distilled water at a dose 
of 2ml. Second group received standard drug paracetamol 20 mg/ml and the third 
group received the test drug by gastric tube at a dose of  250 mg/ml.  
 Then mean rectal temperature for the 3 groups were recorded at                   
0 hour. 1 ½ hours, 3 hours and 4 ½ hours after the drug administration.  The 
different between the mean temperature of the control group and that of the other 
groups was measured. 
TABULATION OF RESULTS OBTAINED 
Sl.
No 
Name of 
the drugs/ 
groups 
Dose/ 
100gm  
body 
weight 
Initial 
temperature 
in 
centigrade 
After drug administration Remarks 
1 ½ hr 
Average 
3 hr 
Average 
4 ½  hr 
Average 
Significant 
Action 
1 
Control 
(water) 
2 ml 
37.5 
37.5 
38.0 
38.0 
38.5 
38.5 
38.5 
38.5 
2 
Standard 
Paracetamol 20mg 
37.0 
37.0 
36.0 
36.0 
 
35.0 
35.0 
 
34.0 
34.0 
3. 
Adhondai 
kudineer 
2ml 
37.0 
37.0 
37.0 
37.0 
36.0 
36.0 
35.0 
35.0 
Inference:  
  Adhondai kudineer has significant antipyretic action. 
 
 
ANALGESIC STUDY ON LASUNATHABITHA CHOORNAM BY 
TAILFLICK METHOD IN ALBINO RATS 
Aim 
 To study the analgesic effect of Lasuna thabitha choornam. 
  
Preparation of the test drug 
 1 gm of Lasunathabitha choornam was dissolved in 10 ml milk. A dose of 2 
ml was given to each rat. This 2 ml contains 200 mg of the test drug. 
 
Instrument 
 Analgesio meter (or) Dolori meter using heated michrome wire as the 
source of stimulus. 
 
Procedure 
 Three groups of healthy albino rats on both sexes were selected, each group 
having 3 rats. Each rat was put inside a rat holder with the tail projecting out fully. 
The tip of the tail was kept over the michrome wire of the analgesic meter without 
touching it.  
 Now the current of 5 MA was passed through the analgesic meter to heat 
the microme wire by switching it on, at the sometime starting a stopwatch. The 
time taken for the rat to flick the tail was noted. This is the reaction time. The 
reaction time is noted for each rat and the average is calculated. 
 First group was given 2 ml of distilled water and kept as control. Second 
group was administered with paracetamol at a close of 20 mg / 100 gm of body 
 
 
weight orally. The test drug Lasunathabitha choornam was administered to the 
third group at a dose of 200 mg / 100 gm of body weight. 
 After the lapse of half an hour and one hour, the reaction time of each rat 
was noted in each group at an interval of 2 minutes (when a rat fails to flick the 
tail, it should not be continued beyond 8 seconds to avoid injury) and the average 
was calculated. 
 The results of control group, standard group and drug treated group were 
tabulated and compared. 
EFFECT OF LASUNA THABITHA CHOORNAM 
 
Inference: 
Lasuna thabitha choornam, the test drug has moderate action.  
 
SI. 
No 
Name of 
the drugs / 
groups 
Dose / 
100 gm 
of body 
weight 
Initial 
reading 
After drug 
administration 
Mean 
Difference 
Remarks 
½ hr 
Average 
1 hr 
Average 
 
1 Water 2 ml 2 sec 2.0 sec 2.0 sec 2.0 sec - 
2 Paracetamol 20 mg  2.5 sec 4.5 sec 6.5 sec 6.5 sec - 
3 Lasuna 
thabitha 
choornam 
100 mg  2.0sec 3.5 sec 4.5 sec 4.5 sec Moderate 
action 
 
 
ANALGESIC STUDY ON ADHONDAI KUDINEER BY TAILFLICK 
METHOD IN ALBINO RATS 
Aim 
 To study the analgesic effect of Adhondai kudineer. 
 
Preparation of the test drug: 
 20 ml of Adhondai kudineer was dissolved in 10 ml milk. A dose of 2 ml 
was given to each rat. This 2 ml contains 200 mg of the test drug. 
 
Instrument 
 Analgesio meter (or) Dolori meter using heated michrome wire as the 
source of stimulus. 
 
Procedure 
 Three groups of healthy albino rats on both sexes were selected, each group 
having 3 rats. Each rat was put inside a rat holder with the tail projecting out fully. 
The tip of the tail was kept over the michrome wire of the analgesic meter without 
touching it.  
 Now the current of 5 MA was passed through the analgesic meter to heat 
the microme wire by switching it on, at the sometime starting a stopwatch. The 
time taken for the rat to flick the tail was noted. This is the reaction time. The 
reaction time is noted for each rat and the average is calculated. 
 First group was given 2 ml of distilled water and kept as control. Second 
group was administered with paracetamol at a close of 20 mg / 100 gm of body 
 
 
weight orally. The test drug Adhondai kudineer was administered to the third 
group at a dose of 2 ml / 100gm of body weight. 
 After the lapse of half an hour and one hour, the reaction time of each rat 
was noted in each group at an interval of 2 minutes (when a rat fails to flick the 
tail, it should not be continued beyond 8 seconds to avoid injury) and the average 
was calculated. 
 The results of control group, standard group and drug treated group were 
tabulated and compared. 
EFFECT OF ADHONDAI KUDINEER 
 
Inference: 
Adhondai kudineer, the test drug has moderate action.  
  
SI. 
No 
Name of 
the drugs / 
groups 
Dose / 
100 
gm of 
body 
weight 
Initial 
reading 
After drug 
administration 
Mean 
Difference 
Remarks 
½ hr 
Average 
1 hr 
Average 
 
1 Water 2 ml 2 sec 2.0 sec 2.0 sec 2.0 sec - 
2 Paracetamol 20 mg  2.5 sec 4.5 sec 6.5 sec 6.5 sec - 
3 Adhondai 
kudineer 
2 ml 2.0sec 4.0 sec 5.5 sec 5.5 sec Moderate 
action 
 
 
 
 
 
 
 
 
 
Microbiological Analysis 
 
 
 
 
 
 
ANTIMICROBIAL STUDIES 
Aim 
 To study the Anti-microbial action of “Lasunathabitha chooranam”  by 
“Paper disc agar diffusion method” ( Kirby – bauyer method). 
Medium 
Muller Hinton agar. 
Components of medium  
Beef extract   - 300gms/lit 
Agar    - 17 gms/lit 
Starch    - 1.5 gms/lit 
Casein Hydrolysate  - 17.5 gms/lit 
Distilled water  - 1000 ml 
PH    - 7.6 
Procedure 
 Preparation of inoculum 
 The given micro organism is inoculated in 1 ml of peptone water under 
sterile condition.  The inoculum is incubated at 37°C fo 2 hours then the turbidity 
of the inoculum is adjusted to 0.5 µc Farland turbidity standard.  The inoculum 
was poured in a Muller Hinton agar plate and uniformly spreaded over the plate.  
The excess inoculum was discarded. 
Disc preparation 
 The known quantity of the given chemical compound is impregnated in a 
6mm diameter filterpaper disc and applied over the inoculum.  Then the Muller  
 
 
   
 ANTI MICROBIAL ACTIVITY 
Sensitive against Streptococci 
 
 
 
  
 
 
Sensitive against Klebsiella 
 
 
 
 
 
 
 
 
Hinton agar plate is incubated at 37°C for over night.  The zone of clearance is 
measured with a scale and the sensitivity of the organism to the given trial drug is 
asscessed.  The diameter of zone of inhibition was observed and recorded. 
The results were given below 
 
S.NO MICRO ORGANISMS SUSCEPTIBILITY ZONE 
SIZE 
1 Streptococcus  
pneumoniae 
Sensitive 28 mm 
2 Klebsiella  Moderate 
Sensitive 
12 mm 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANTIMICROBIAL STUDIES 
Aim 
 To study the Anti-microbial action of “Adhondai kudineer”  by “Paper disc 
agar diffusion method” ( Kirby – bauyer method). 
Medium 
Muller Hinton agar. 
Components of medium  
Beef extract   - 300gms/lit 
Agar    - 17 gms/lit 
Starch    - 1.5 gms/lit 
Casein Hydrolysate  - 17.5 gms/lit 
Distilled water  - 1000 ml 
PH    - 7.6 
Procedure 
 Preparation of inoculum 
 The given micro organism is inoculated in 1 ml of peptone water under 
sterile condition.  The inoculum is incubated at 37°C fo 2 hours then the turbidity 
of the inoculum is adjusted to 0.5 µc Farland turbidity standard.  The inoculum 
was poured in a Muller Hinton agar plate and uniformly spreaded over the plate.  
The excess inoculum was discarded. 
Disc preparation 
 The known quantity of the given chemical compound is impregnated in a 
6mm diameter filterpaper disc and applied over the inoculum.  Then the Muller  
 
 
  
Anti Microbial Activity  
Sensitive against staphylococci 
 
 
 
  
Sensitive against streptococci 
         
 
 
 
 
  
Sensitive against E.Coli 
 
  
Sensitive against Klebsiella 
 
 
 
 
 
Hinton agar plate is incubated at 37°C for over night.  The zone of clearance is 
measured with a scale and the sensitivity of the organism to the given trial drug is 
asscessed.  The diameter of zone of inhibition was observed and recorded. 
The results were given below 
 
S.NO MICRO ORGANISMS SUSCEPTIBILITY ZONE 
SIZE 
1 Streptococcus   Sensitive   21 mm 
2 Klebsiella Sensitive 28 mm 
3 Staphylococcus Sensitive 21 mm  
4 E.coli Moderate Sensitive 15 mm 
  
 
 
 
 
 
 
 
 
 
Proforma of Case Sheet 
 
 
 
 
 
 
 
 
 
GOVERNMENT SIDDHA MEDICAL COLLEGE 
POST – GRADUATE DEPARTMENT PALAYAMKOTTAI, 
TIRUNELVELI – 627 002. 
Branch IV- KUZHANDHAI MARUTHUVAM. 
PROFORMA OF CASE SHEET FOR LASUNA THABITHAM 
 
Ward  :     Religion  : 
I.P.No :      Nationality  : 
Bed No :      Date of admission : 
Name  :     Date of discharge : 
Age  :     Diagnosis  : 
Sex  :     Result   : 
Father’s Name:     Medical Officer : 
Occupation : 
Income : 
Address :          
Informant : 
Complaints and Duration : 
History of Present illness : 
History of Previous illness  : 
Birth History   : 
 1) Antenatal history              
 2) Perinatal history 
 
 
 3) Neonatal history 
Developmental history : 
Dietic history  : 
Feeding history  : 
Family history  : 
Socio economic history : 
Immunization history : 
General conditions on examination: 
Consciousness  : 
Decubitus   : 
Stature   : 
  Height : 
  Weight : 
  Head Circumference: 
  Mid arm circumference: 
Nutrition   : 
Facies   : 
Skin changes  : 
Pallor   : 
Cyanosis   : 
Jaundice   : 
Brythema   : 
Haemangioma  : 
 
 
Lymphadenopathy : 
Clubbing   : 
Koilonychia  : 
Jugular Vein pulsation : 
Abdominal distention : 
Engorge veins  : 
Pedal Oedema  : 
Temperature  : 
Pulse     
Rate/Minute  : 
Rhythm  :  
Volume  : 
Character  : 
Peripheral pulses : 
Heart rate  : 
Rate/Minute  :  
Respiratory Rate 
 Rate/Minute :  
 Type  :  
 Character : 
Blood Pressure  :               
     Right   Left  
 Upper limb  : 
 Lower limb  : 
 
 
Congenital abnormalities (if any) 
SIDDHA ASPECTS 
 Nilam: 
 Kurinchi    : 
 Mullai     : 
 Marutham    : 
 Neithal    : 
 Palai     : 
Paruvakalam: 
 Kaar (Aavani – Purattasi)  : 
 Koothir (Iyppasi – Karthigai) : 
 Munpani (Markazhi – Thai) : 
 Pinpani (Masi – Panguni)  : 
 Elavenil (Chithirai – Vaikasi) : 
 Muthuvenil (Aani – Aadi)  : 
Udal Nilai 
 Vatham    : 
 Pitham    : 
 Kabam    : 
 Kalappu    : 
 Gunam: 
 Sathuvam    : 
 Rasatham    : 
 
 
 Thamasam    : 
 Mummalam 
 Malam    : 
 Moothiram    : 
 Viyarvai    : 
 Poripulangal 
 Mei     : 
 Vaai     : 
 Kan     : 
 Mooku    :      
 Sevi     : 
Kanmendhriyam: 
 Kai     :  
 Kaal     :  
 Vaai     :  
 Eruvaai    :  
 Karuvaai    :  
Pira Uruppukalin nilai: 
 Iruthayam    : 
 Puppusam    : 
 Eraippai    : 
 Kalleeral    : 
 Manneeral    : 
 
 
 Kudal     : 
 Siruneeragam   : 
 Siruneerpai    : 
 Moolai    : 
Uyir Thathukkal: 
 Vatham: 
  Pirannan   : 
  Abannan   : 
  Viyannan   : 
  Uthannan   : 
  Samannan   : 
  Naagan   : 
  Koorman   : 
  Kirukaran   : 
  Dhevathathan  : 
  Dhananjeyan   : 
Pitha: 
  Analam   : 
  Ranjegam   :   
  Sathagam   :  
  Pirasagam   :   
  Alosagam   : 
  
 
 
Kapha:       
  Avalambagam  : 
  Kilethagam   : 
  Pothagam   : 
  Tharpagam   : 
  Sandhigam   : 
Udal Thathukkal: 
 Saaram    : 
 Senneer    : 
 Oon     : 
 Kozhuppu    : 
 Enbu     :  
 Moolai    : 
 Sukkilam/Suronitham  : 
Ennvagai Thervugal: 
 Naa     : 
 Niram     : 
 Mozhi     : 
 Vizhi     : 
 Sparisam    :  
 
 
 
 
 
Malam   
 Niram     : 
 Edai     : 
 Erugal     : 
 Elagal     : 
Moothiram 
  Neerkuri    :    
  Niram    :  
  Edai    : 
  Manam   : 
  Nurai    :  
  Enjal    : 
         Neikuri    : 
Naadi    : 
 
 
 
 
 
 
 
 
 
 
 
MODERN ASPECTS 
SYSTEMIC EXAMINATION: 
EXAMINATION OF RESPIRATORY SYSTEM: 
EXAMINATION OF UPPER RESPIRATORY TRACT: 
GENERAL EXAMINATION 
 Sore Throat  : 
 Fever   : 
 Dysphagia  : 
 Cough   : 
 Nasal Stuffiness : 
 Rhinitis  : 
 Headache  : 
 Dyspnea  : 
 Wheezing  : 
 Coryza  : 
LOCAL EXAMINATION 
NECK 
 Tonsillar node enlargement  : 
 Tenderness    : 
 Other cervical glands  : 
  Anterior   : 
  Posterior   : 
  Upper    : 
  Superficial   : 
  Deep    : 
EAR 
  Peri auricular node  : 
  Discharge   : 
NOSE  
  Rhinitis   : 
  Pus    : 
 
 
  Mucous   : 
  Ulceration   : 
  Polyp    : 
MOUTH 
Tonsils 
  Surface   : 
  Inflammation   : 
  Redness   : 
  Follicles   : 
  Ulceration   : 
  Haemorrhage   : 
  Mucous coating  : 
 Uvula 
  Inflammation   : 
  Elongation   : 
 Pharynx 
  Inflammation   : 
  Redness   : 
  Ulceration   : 
  Growth   : 
 Tongue 
  Coating   : 
  Ulceration   : 
  Growth   : 
 Teeth  
  Caries teeth   : 
 Gums 
  Gingivitis   : 
OTHERS: 
 Past history of Tonsillitis 
 Recurrence of attack 
 
 
 Familial history of Allergy 
 Associated Joint Pain 
 Associated haemorrhagic spots or follicles 
 Associated Nasal Allergy 
 Personal Habits 
Tendency for sweets, chocolates, cold stuffs 
Personal hygiene 
Living conditions 
 EXAMINATION OF CARDIOVASCULAR SYSTEM 
 EXAMINATION OF CENTRAL NERVOUS SYSTEM 
 EXAMINATION OF ABDOMEN 
 EXAMINATION OF URINARY SYSTEM 
Laboratory Investigations: 
Blood 
 Total WBC Count  : 
 Differential WBC Count : 
 E. S.R  ½ hr   :     
 1hr   : 
 Hemoglobin percentage : 
Urine: 
 Albumin   : 
 Sugar    : 
 Deposit   : 
Daily Progress 
 
Advice 
 
Date Symptoms Medicine 
   
 
 
GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL 
PALAYAMKOTTAI 
BRANCH-IV KUZHANDHAI MARUTHUVAM 
Proforma of Case Sheet for LASUNA THABITHAM 
Admission – Discharge Sheet 
Name of the Medical Unit: 
I.P. NO  :       Occupation       : 
Bed no  :        Income                  : 
Ward   :        Nationality       : 
Name   :        Religion                  : 
Age   :        Date of Admission    : 
Sex   :        Date of discharge      : 
Permanent address:                                      Diagnosis      :  
Temporary address:                                      Results          : 
Informant  :       Medical officer           : 
 
S.No 
CLINICAL FEATURES(Signs and 
Symptoms) 
During 
Admission 
During 
Discharge 
1. Sore throat   
2. Cough    
3. Cough with expectoration   
4. Dysphagia   
5. Fever   
6 Headache   
7 Earache   
8. Anorexia   
9. Swollen & Erythema of the tonsils    
10. Cervical lymphadenitis   
 
 
 
 
QUESTINAIRRE 
Name   :                                                                  Income: 
Age/sex  :                                                                Height : 
Father’s occupation  :                                            Weight : 
Mother’s occupation :                                           socio economic status  : 
1. Does your child have throat pain?    a)  yes        b)no 
    Duration   :        
 
2.  Does your child have fever ?             a)  yes              b)no 
     Duration  :    
 
3. Does your child have cough,cold,running nose?     a)  yes     b)no 
     Duration    : 
 
4. Does your child have ear pain? or   discharge from the ear?     a)  yes      b)no 
     Duration   : 
 
5.Does your child have nasal congestion ?      a)  yes        b)no 
    Duration     : 
 
6.Does your child have head ache?     a) yes         b)no 
     Duration     : 
 
7. Does  your child have more desireness to consume ice creams like cold food               
stuffs?                       a)yes                        b)no 
 
8.Does your child have foul breath (halitosis) ?    a) yes     b)no 
     Duration      : 
 
 
 
 
 
9. Does your child have perversion of taste ?    a) yes          b)no 
  Duration   : 
 10. Is there any seasonal variation ?     A) yes     B)no 
 11. Did your child take any contaminated water ?    A) yes       B) no 
12. Living in over crowded area ?      A) yes     B)no 
13.Does your child have recurrent respiratory tract infection?  A) yes  B)no 
      Howmany episodes    : 
14. Does your have snoring during sleep?    A) yes   B)no 
       Duration   :  
15. Does your child have  joint pain   ?  a) yes     b)no 
16. Does your child have breathlessness or chest pain?  a) yes   b)no 
17. Does your child have oliguria  ?   a) yes      b)no 
18. Does your child had dark coloured urine  ?    a) yes     b)no 
19. Does your child have fever with rigor?        A) yes    B)no 
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